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Stanford Tip B Akut Aortik Diseksiyon Hastalarinda Kisa-Orta Donem Tedavi Sonuclarimiz

Amag: Stanford Tip B akut aortik diseksiyonu (Tip B-AAD) kardiyovaskiler hastaliklar icinde yiksek 6lim oranina sa-
hiptir ve tedavisinin karmasikligi da 6nemli bir sorundur. Hastaligin tedavisinde diseksiyonun siresi, komplike ya da
unkomplike olmasi belirleyici rol oynamaktadir. Bu calismada Tip B akut aortik diseksiyon sebebi ile takip ve tedavi
ettigimiz hastalarin sonuclarini degerlendirdik.

Gereg ve Yontem: Calisma tek merkezli ve retrospektif olarak yapilmistir. Hastalarin tedavi stratejisi diseksiyonun
akut, kronik olmasi ve komplike ya da unkomplike olmasina gére belirlendi. Hastalar medikal, TEVAR ya da acik cer-
rahiyle tedavi ve takip edildiler. Hastalara ait mortalite ve morbidite sebebleri kaydedildi.

Bulgular: Toplamda 23 hasta Tip B akut aortik diseksiyonu sebebi ile tedavi edildi. Hastalarin yas ortalamasi
58.21+14.17 yil idi. Takip edilen hastalarin biyik codunlugu medikal tedavi 16 (%69.5) ile takip edildi. TEVAR teda-
visi ile takip edilen hastalar ise ikinci sikliktaydi. TEVAR hastalari 5 (%21.7) oraninda idi. iki hasta ise acik cerrahi ile
tedavi edildi. Otuz ginliik sagkalim 20 hastada (%86,9) oraninda gézlendi. Toplam mortalite ise 3 hastada (%13)
oraninda gortlmstr.

Tartisma: Tip B-AAD ile bagvuran hastalarin yaklasik %25'i hastaneye malperfizyon sendromu veya hemodina-
mik instabilite ile basvurmaktadirlar. Organ malperfiizyonu ve hemodinamik instabilite bu hastalarin 6limlerinde en
onemli sebeblerdir. Bundan dolayi hastaligin erken tanisi ve optimal tedavisi hayat kurtarici olmaktadir. Tip B-AAD se-
bebi ile tedavi edilen hastalar unkomplike tipte ise konvansiyonel medikal tedavi on plandadir. Komplike hastalarda
ise TEVAR tedavisi ya da acik cerrahi dnerilmektedir. Bizim 23 hastadan olusan hasta grubumuzdaki toplam mortalite
oranimiz 3 (%13) hastada oraninda gorilmustir. Bobrek yetmezligi ve pleji oranlari ise %4.3 oraninda saptandi.
TEVAR hasta grubunda mortaliteye rastlanmadi.

sonug: Sonug olarak Tip B-AAD hastalarinin tedavisinde unkomplike tipteki hastalar icin 6ncelikle konvansiyonel me-
dikal tedaviyi oneriyoruz. Komplike tipteki hastalarda TEVAR tedavisini 6neriyoruz. TEVAR icin gerekli ekipman temin
edilemedigi acil durumlarda ise acik cerrahiyi 6neriyoruz.

Anahtar Kelimeler: Tip B akut aort diseksiyonu, torasik endovaskler aort onarimi, cerrahi

Abstract
Short-term and Midterm Treatment Results in Stanford Type-B Acute Dissection Patients

Aim: Stanford Type B acute aortic dissection (Type B-AAD) has a higher mortality among the cardiovascular diseases
and the complexity of its treatment is an important challenge. The duration of dissection, whether it is complicated
or uncomplicated play a determinant role in the treatment of the disease. In this study, we evaluated the results of
the patients that we followed and we treated due to the Type B acute aortic dissection.

Materials and Methods: The study was conducted in a single center and retrospectively. The treatment strategy
of the patients was determined with respect to be acute or chronic and to be complicated or uncomplicated. The
patients were treated via medical treatment, thoracic endovascular aortic repair (TEVAR) or open surgery and then
they were followed. The mortality and the morbidity causes of the patients were recorded.

Result: Totally, 23 patients were treated due to Type B acute aortic dissection. The mean age of the patients was
58.21+14.17. The majority of the followed patients (16 patients (69.5%)) were followed with medical treatment. The
patients who were followed with TEVAR treatment were in the second rank. The number of the TEVAR patients was
5 (21.7%). Two patients were treated with open surgery. 30-day survival was observed in 20 (86.9%) patients. The
total mortality was seen in 3 (13%) patients.

Conclusion: The twenty five percent of the patients who refer due to Type B acute aortic dissection admit due to
malperfusion syndrome or hemodynamic instability. Organ malperfusion and hemodynamic instability are the most
important causes of deaths of these patients. Hence, the early diagnosis of the patient and its optimal treatment
is life-saving. If the patients who are treated due to the Type B acute aortic dissection are in uncomplicated type,
medical treatment is in the forefront. In complicated patients, TEVAR or open surgery are recommended. In our Type
B acute aortic dissection group which consists of 23 patients, the total mortality ratio was seen in 3 (13%) patients.
The ratios for renal failure and for plegia were found as 4.3%. In thoracic endovascular aortic repair, no mortality
was found.

In conclusion, we primarily recommend conventional medical treatment for the patients in uncomplicated type in
the treatment of the Type B acute aortic dissection patients. In the patients in complicated type we recommend
TEVAR treatment. Since the necessary equipment for the TEVAR could not be ensured, we recommend open surgery
for the emergency cases.

Keywords: Type B acute aortic dissection, thoracic endovascular aortic repair, surgery
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D. Demir, N. Kahraman

1.INTRODUCTION

Stanford Type B acute aortic dissection (Type B-AAD)
is described as a dissection which begins from distal of the
left subclavian artery and which can extend toward the
iliac arteries. Those which have symptom time for more
than fourteen days are described as chronic dissection and
those which have less than fourteen days are described as
acute dissection. In the presence of the rupture, malperfu-
sion syndrome, refractory pain or quick aortic expansion it
is considered as complicated Type B-AAD. If these are not
present, it is specified as uncomplicated Type B-AAD (1-2).
Aorta dissection has the highest mortality among the car-
diovascular diseases and the complexity of the treatment is
also an important challenge. From the first definition of the
TEVAR, the treatment of Type B dissections are increasingly
performed through endovascular way. Besides, the discus-
sions about the optimal treatment strategy for Type B aorta
dissection are still continuing (3).

Nowadays, the current general opinion is about that
the patients with Type B-AAD can be treated TEVAR and
that they have better hospital survival compared to open
surgery (OS). The treatment of uncomplicated type B acute
aorta dissection is ensured via conventional medical treat-
ment (CMT). However, the option of medical treatment
may sometimes be suboptimal (1). In cases in which TE-
VAR or medical treatment remain insufficient classical OS
is an important treatment option. In this study, we evalu-
ated the short-term and midterm mortality and morbidity
results in Type B-AAD patients which we performed CMT,
OS and TEVAR.

2. MATERIALS AND METHODS

The study was conducted in a single center and retro-
spectively between January 2014 and December 2018. The
whole of the patients consist of Type B-acute aorta dis-
section patients. The patient records were taken from the
medical record system of the hospital or by telephone. The
study protocol was approved by the Ethics Committee of
Bursa Yiiksek Ihtisas Hospital. The study was conducted in
accordance with the principles of the Declaration of Hel-
sinki. The study group consists of totally 23 patients who
have been treated by means of CMT, OS or TEVAR due to
the Type B-AAD.

Stanford classification was used in the classification.
Thus, the dissections being at the proximal of subclavian
artery were assessed as Type A and those being at the dis-
tal were assessed as Type B. Those which had symptoms
time for more than fourteen days were described as chron-
ic dissection and those which had less than fourteen days
were described as acute dissection. The situations such as

MKU Tip Dergisi 2019; 10(36): 1-5

the presence of organ malperfusion in the patient, the rup-
tured dissection or resistant pain were evaluated as com-
plicated type B dissection. The patients who were in the
contrary situation were uncomplicated Type B dissection
(4-5). The diagnoses and the monitoring of the patients
were performed by means of computerized tomography
angiography (CTA). The treatment strategy of the patients
was determined with respect to be acute or chronic and
to be complicated or uncomplicated The cases in which
the dissection were extending as retrograde to ascendant
aorta, those who had symptom more than fourteen days
and those whose records could not be reached were ex-
cluded from the study. The patients in whom CMT, OS and
endovascular procedure was applied were included into
the study. The demographic data and risk factors were re-
corded. Conventional medical treatment method was used
for the uncomplicated Type B-AAD patients. Our priority
target in medical treatment was the control of the hyper-
tension. The systolic pressure was regulated as 100 to120
millimeters of mercury (mmHg) and the diastolic pressure
was regulated as it will not exceed 70 mmHg. In the regu-
lation of the blood pressure, primarily in the control of the
acute period, angiotensin-converting enzyme inhibitors,
angiotensin-receptor blockers, $-blockers or calcium canal
blockers were preferred following the intravenous nitro-
glycerin infusion. The patients were invited for the control
one week later, one month later, at sixth month following
the treatment and then once every six months. In the con-
trols, scanning via CTA was performed in terms of the pro-
gression of the dissection and in terms of the expansion
of the aorta. In the patients with complicated Type B-AAD
treatment was ensured primarily via TEVAR application
(Medtronic TEVAR System USA. Cardiatis, Multilayer Flow
Modulator, Isnes, Belgium.) (Figure 1).

Figure 1. Image of a patient before (A) and after (B) TEVAR treatment

In these patients also, the controls in outpatient clin-
ic was made in similar frequency to that of the uncompli-
cated patients. Surgical Type B-AAD patients constituted
a patient group which no benefit had been obtained from
the medical treatment, in which the patients were urgent-
ly oriented to the surgery and in which we could not have



Outcomes of type B acute aortic dissection treatment

the possibility of performing TEVAR. Open surgery with left
thoracotomy was established under the general anesthesia
for the patients in this group. In all patients, mortality and
morbidity (cerebrovascular accident (CVA), paraplegia,
paraparesis) were recorded as aortic complications. Com-
plications were classified as early (<30 days) and late com-
plications (=30 days).

2.1. Statistics

SPSS 15.0 (SPSS, Chicago, IL, USA) was used in the eval-
uation of the results. All the data are presented as mean +
SD or proportions as appropriate.

3. RESULTS

Totally, 23 patients were treated due to Type B-AAD. The
mean age of the patients was 58.21+14.17. Fifteen (65.3%)
of the patients were males. Hypertension was detected in
20 (86.9%) patient. Diabetes mellitus was detected in 9
(39.1%) patients. Eighteen (78.2%) patients were consum-
ing tobacco products. The demographic data and the risk
factors belonging to the patients were given in Table 1.

Table 1. Preoperative demographic data.

Age mean = SD 58.21+14.17

Gender male n (%) 15 (65.3)
Hypertension n (%) 20 (86.9)
Diabetes Mellitus n (%) 9(39.1)
Smoke n (%) 18 (78.2)
CMT n (%) 16 (69.5)
TEVAR n (%) 5(21.7)
0OSn (%) 2(8.6)

SD: Standard Deviation, CMT: Conventional Medical Treatment, OS: Open Surgery

The majority of the followed patients 16 (69.5%) pa-
tients were followed with CMT. The patients who were
treated with TEVAR were the second most frequent 5 pa-
tients (21.7%). The number of the patients who were sur-
gically treated was 2 (8.6%). Mortality was seen in two
patients (8.6%) who were followed by medical treatment.
Plegia and renal failure were developed in the follow-ups
of one patient who were followed by medical treatment.
This patient was died due to the multiple organ failure in
the follow-ups in the intensive care unit. Other patient who
was died was lost due to the dissection rupture once was
hospitalized in the intensive care unit. One of two patients
who were treated by surgical method was died due to the
hemorrhages and cardiogenic shock in the postoperative
period. No complication or mortality was detected in five
patients in whom TEVAR was performed. The patients

were monitored in the intensive care unit as 1.74+0.68
days in average. The mean of total length of hospital stays
was 5.13+1.69 days. 30-day survival was observed in 20
(86.9%) patients. Total follow-up duration has been found
as 11.65+6.38 months in average. The post-operative data
belonging to the patients are given in Table 2.

Table 2. Postoperative data and complications.

Paralysis n (%) 1(4.3)
Renal Failure n (%) 1(4.3)
ICU day mean + SD 1.74+ 0.68
Hospital Stay mean + SD 5.13+1.69
30 Day Survival n (%) 20 (86.9)
Death n (%) 3(13)

Follow up time mean + SD 11.65+6.38

ICU: Intensive Care Unit

4. DISCUSSION

According to the published literature twenty five per-
cent of the patients who refer due to Type B-AAD admit due
to malperfusion syndrome or hemodynamic instability. If
these patients are not treated, they have higher death risk
(6-7). It has been reported that malperfusion syndrome
is developed approximately in ten percent of the patients
with Type B-AAD associated with the reduced perfusion of
the aortic branches (spinal, iliac or visceral). This situation
usually leads to paraparesis or paraplegia, lower extremi-
ty ischemia, abdominal pain, nausea and diarrhea. In ad-
dition, the early detection of the clinical findings of organ
malperfusion may be difficult. CTA or Magnetic Resonance
Imaging (MRI) scanning may be beneficial for the diagno-
sis of malperfusion (6-7). Organ malperfusion and hemo-
dynamic instability are the most important causes of death
of these patients. Hence, the early diagnosis of the patient
and its optimal treatment is life-saving. The duration of
dissection, whether it is complicated or uncomplicated is
very important for the treatment strategy.

Complicated dissection term expresses the presence of
the factors increasing the death risk such as the lower ex-
tremity and visceral organ ischemia, aorta rupture, refrac-
tory chest pain, hypertension which cannot be controlled
and dissection progression. Complicated aortic dissection
may emerge with paraplegia, absence of the peripheral
pulse or with organ failures such as renal failure (8-9). The
patients with uncomplicated Type B dissection are usually
respond to medical treatment. Approximately two thirds of
these patients can be discharged from the hospital without
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problems. On the other hand, the patients with complicat-
ed aortic dissection have higher death risk. For the treat-
ment of these patients, surgery or endovascular procedures
are required (10-11).

The survival rates of the patients with uncomplicated
Type B-AAD who are treated medically is defined in liter-
ature eighty nine percent at the first month, eighty four
percent at the first year and, eighty percent at the fifth year
(10-12). Medical treatment is quite effective in the survival
of the patients. However, the biggest problem in medical
treatment is the progression of the disease. Depending on
the progression of the disease, late aneurysmal degener-
ation emerges approximately in 30 to 40% of the patients
(13).

In the literature, the complications revealing in the first
30 days have been evaluated in patient group with 1480
people who had Type B-AAD and who had been treated
with CMT. According to this study, early period cumulative
mortality has been found as 6.4%, early period CVA rate
has been found as 4.2% and early period spinal cord injury
(SCI-paraplegia or paraparesis) has been detected as 5.3%
(3).

In our study group, there were totally 23 Type B-AAD
patients. Since 16 of these patients were uncomplicat-
ed patients, they were followed with CMT. Mortality was
seen in early period in two (8.6%) patients who had been
followed with CMT. Both patients had bad general status
when they admitted to the hospital. Renal failure and lower
extremity plegia were observed in 4.3%-ratio in one patient
which we followed with medical treatment and who were
exitus. Apart from this, no complication was seen in the
patients who were followed with CMT. When we studied
the mortality and the morbidity ratios of the patients that
we followed with medical treatment, we suggest that this
is similar to the literature (3-10-12). Nowadays, TEVAR is a
preferred method to treat or to recover the complications
which threaten the life in Type B-AAD patients. The success
of the treatment in Type B-AAD patients depends on the
anatomy, on the extent of the pathology and on the indi-
vidual clinical experience. The retrospective studies about
this issue demonstrate that TEVAR treatment gives more
glamorous results compared to conventional surgery (14).

Qin et al. have followed 338 complicated and uncom-
plicated Type B-AAD patients in terms of TEVAR and in
terms of medical treatment. According to this study, it has
been proven that TEVAR has less aortic side effects and
lower mortality rate compared to CMT for uncomplicated
Type B-AAD in acute attack. However, Qin et al. have stated
at the end of their study that TEVAR procedure does not
lower significantly the morbidity and mortality in the first
years of the follow-ups when compared with the medical
treatment. They have recommended the TEVAR procedure
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to improve late period complications particularly in young
adult patients and in patients with longer life expectations
(1).

Nowadays, TEVAR treatment is quite effective and
life-saving in complicated Type B-AAD patients. However,
despite the developments in present day early cumulative
mortality rate was detected as 10.2%, CVA rate was detect-
ed as 4.9% and SCI was detected as 4.2% (3).

In our patient group, since they were in complicat-
ed type, TEVAR procedure has been applied to 5 patients
(21.7%). No complication has been seen in the patients in
which TEVAR procedure has been applied. We suggest that
the fewness in the number of patients may be influential in
not seeing the complication.

In the patients experiencing open surgery, early mor-
tality rates may rise up to forty percent in some series in the
literature (15).

OS was applied urgently to two patients in our patient
group. OS was applied to these patients due to the renal ar-
tery rupture, due to the fact that they were in shock status
or due to the fact that we could not obtain urgently the TE-
VAR system. One of two patients in which OS was applied
was died in the early period. When we evaluated according
to the literature, our success rate is worst in the OS patients
(15). We suggest that the fact that we operate the patients
in emergency conditions and in shock status and the fact
that the number of patients is limited are influential on the
cause of this situation. In a latest meta-analysis evaluating
the relationship between TEVAR, CMT and OS concern-
ing Type B dissections on 2018, it has been reported that
TEVAR procedure is favorable in long-term outcomes and
that it has advantages when compared with CMT. However,
it has been emphasized also that prophylactic precautions
are required against to stroke. It has been stated that OS
is more unsuccessful either in short-term or in long-term
compared to TEVAR. In the conclusion of this study, it has
been stated by the authors that especially randomized clin-
ical studies are required in order to compare the effectivity
between TEVAR and CMT (16).

Our total mortality rate in our patient group consist-
ing 23 patients was seen as 13.1% in three patients. The
ratios for renal failure and for plegia were found as 4.3%.
30-day survival was observed in 20 (86.9%) patients. Total
follow-up duration has been found as 11.65+6.38 months
in average. We suggest that our results are similar in general
to the literature that we have studied (3-15). However, our
number of patients and our follow-up duration are limited.

In conclusion, we recommend conventional medical
treatment aiming primarily strict hypertension control
for the patients in uncomplicated type in the treatment of
Type B-AAD patients. In the patients in complicated type
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we recommend primarily TEVAR treatment on the other
hand, we recommend OS provided that the patient is not
convenient for this treatment or in emergency cases that
required equipment for TEVAR cannot be ensured.
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Kanserli Cocuklarda Febril Nétropeni Ataklarinin incelenmesi

Giris: Kanser nedeniyle verilen tedavilerin en énemli yan etkilerinden febril nétropeni morbidite ve mortalitenin en
onemli nedenidir. Amerika Enfeksiyon Hastaliklari Dernedi tarafindan mevcut nétropeninin yedi giinden uzun stirme-
sinin beklenmesi ve derin notropeni (mutlak nétrofil sayisi <100/mm3) gibi yiksek risk 6zelligi olarak kabul edilmek-
tedir. Febril notropeni atagi sirasinda acil yaklasim genis spektrumlu antipsodomonal etkinligi olan antibiyoterapinin
intravenoz yolla en kisa sirede hastaya uygulanmasidir. Bu calisma dicincii basamak hizmet veren bir hastanenin 27
aylik donemde kanserli cocuklarin febril ngtropeni ataklarini incelemeyi amaclamistir.

Gereg ve Yontem: Ocak 2012 ile Mart 2014 tarihleri arasinda hematolojik veya solid organ kanseri nedeniyle tedavi
edilen olgularda gelisen febril notropeni ataklari retrospektif olarak dosyalarindan incelendi. Febril notropeni; mutlak
notrofil sayisinin 500/mm3 altinda olmasi veya 500-1000/ mm3 arasinda olup 48 saat icinde 500/mm3 altina disme-
si beklenen durumlara eslik eden koltuk altindan bir kez 38,5°C 6Iciilen veya bir saat boyunca 38°C izerinde seyreden
veya dort saatlik strecte iki kez 38°C iizerinde dlcilen ates varligi olarak tanimlandi.

Bulgular: Ortalama yasi 7,1 + 5,3 yil olan 48 hastanin 131 febril notropeni atagi retrospektif olarak incelendi. Has-
ta grubunun %75'ini I6semi tanili olgular olusturmaktaydi. Ataklar sirasinda ilk 24 saatte %69'unun ates kontroli
sadlandi. Kan veya kateter kiltiriinde Greme ataklarin %36'sinda, Gremelerin %64‘inde ise gram negatif bir bakteri
saptandi. Hastalara ampirik olarak baslanan piperasilin-tazobaktam ataklarin %32’sinde tedavi icin yeterli oldu. Des-
tek amaciyla ataklarin %19'unda grandilosit koloni stimiile edici faktor uyguland.

Tartisma: Kanserli cocuklarda kemoterapi sonrasinda gelisen kemik iligi baskilanmasi veya baska nedenlerle kemik
iliginin calismadigr durumlarda hastalarin morbidite ve mortalitesini en aza indirmek icin genis spektrumlu antibiyo-
terapi en kisa strede baslanmalidir.

Anahtar Kelimeler: Cocukluk cag, febril notropeni, kanser, l6semi

Abstract
Evaluation of Febrile Neutropenic Episodes of Childhood Malignancies

Introduction: The most important side effect of therapeutics given for cancer treatment is febrile neutropenia.
Neutropenia expected to be longer than seven days and severe neutropenia (absolute neutrophil count <100/mm3)
especially in hematologic cancers and solid organ tumors that show bone marrow dissemination is accepted as a
high-risk feature by American Infectious Disease Society. The emergent approach to a febrile neutropenia attack is
to give intravascular antibiotherapy within the shortest time possible. We aimed to evaluate the febrile neutropenia
attacks of pediatric cancer patients in a tertiary referral hospital during a 27-month period.

Methods: Febrile neutropenia attacks of cases treated between January 2012 and March 2014 were investigated
retrospectively from the patient files. Febrile neutropenia was defined as absolute neutrophil count below 500/mm3
or between 500-1000/ mm3 but expected to fall below 500/mm3 within 48 hours in the presence of fever of 38,50C
with single axillary measurement or above 380C for one hour or two measurements above 380C within 4 hours.
Results: One hundred thirty-one febrile neutropenia attacks of 48 patients were investigated retrospectively. Fever
was managed within 24 hours in 69% patients. Peripheral and catheter-drawn blood cultures showed bacterial
growth in 36% of the attacks, 64% of these growths being gram negative bacteria. Empirical treatment with pip-
eracilin-taxobactam was observed to be efficient in 32% of the attacks. As a supportive treatment, cases received
G-CSF in 19% of the attacks.

Conclusion: In order to, minimize morbidity and mortality of febrile neutropenia, wide spectrum antibiotics must be
given intravenously within the shortest time possible in pediatric cancers.

Keywords: Childhood, febrile neutropenia, cancer, leukemia
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1. GIRIS

Cocukluk yas grubu kanserlerinde yillar icinde geli-
sen tedaviler sag kalim sansini belirgin artirirken tedavile-
rin neden oldugu kemik iligi baskilanmasi sonucu gelisen
febril notropeniye (FN) bagh morbidite ve mortalite ha-
len 6nemini korumaktadir (1,2). Febril N6tropeni; mutlak
nétrofil sayisinin (MNS) 500/ mm3 altinda olmasi veya 500-
1000/ mm3 arasinda olup 48 saat icinde 500/mm3 altina
diismesi beklenen durumlara eslik eden koltuk altindan
bir kez 38,50C dl¢iilen veya bir saat boyunca 380C iizerinde
seyreden veya dort saatlik siirecte iki kez 380 °C tizerinde
Olciilen ates olarak tanimlanir (3,4).

Hastalara acil genis spektrumlu intavendz antibiyote-
rapinin hastane yatis1 yapilarak baslama hedefi FN mor-
talitesini %5’in altina indirmistir (5). Amerika Enfeksi-
yon Hastaliklar1 Dernegi (AEHD (IDSA)) kilavuzuna FN’li
cocuk hastalarda yiiksek risk kriterleri; derin notropeni
(MNS<100/mm3) , nétropeninin yedi giinden daha uzun
stirmesinin beklenmesi, kanserin 16semi olmasi, eslik eden
sok, hipotansiyon, solunum sikintis1 veya norolojik bulgu
olmasi, hastada bobrek, karaciger veya kalp yetmezIligi ge-
lismis olmas, tifilit, pndmoni veya agir mukozit varligi, 6n-
cesinde mantar enfeksiyonu gecirmis olmak ve son olarak
altta yatan kanserin remisyonda olmamasi veya progresif
olmasi olarak siralanmistir (Tablo 1) (1).

Bu calisma l6semi veya solid organ kanseri nedeniyle
kemoterapi verilerek kemik iligi baskilanan ¢ocuklarda FN
ataklarini irdelemeyi amaclamistir.

Tablo 1. Amerikan Enfeksiyon Hastaliklar1 Dernegi kilavuzunda yer alan kanserli

cocuk hastalarda yiiksek risk 6zellikleri (1)

Derin nétropeni (FMNS<100/mm?)

Notropeninin yedi giinden daha uzun siirmesinin beklenmesi

Kanserin 16semi veya kemik iligi yayillimi olan solid organ kanseri olmasi
Eslik eden sok, hipotansiyon, solunum sikintisi veya nérolojik bulgu olmasi
Bobrek, karaciger veya kalp yetmezIligi gelismis olmasi

Tifilit, pndmoni veya agir mukozit varhgi,

Oncesinde mantar enfeksiyonu gecirmis olmak ve son olarak

Altta yatan kanserin remisyonda olmamasi veya progresif olmas1

*MNS: Mutlak nétrofil sayist

2. GEREC VE YONTEM

Cocuk Hematoloji-Onkoloji Klinigi tarafindan 16semi
veya solid organ kanseri nedeniyle tedavisi devam eden
veya kemoterapisi tamamlanmis ancak tedavi iliskili kemik
iligi baskilanmasi devam eden hastalarin FN atak kabul
edilen bagvurularinin dosya kayitlar retrospektif olarak in-

celendi. inceleme Ocak 2012 ile Mart 2014 tarihleri arasini
kapsadi. Hastalarin demografik 6zellikleri (yas, cins, tani
gibi) ve atak sirasindaki 6ykii, klinik, laboratuvar ve tedavi
ozelliklerine dosya kayitlarindan ulasildi.

Istatiksel degerlendirme SPSS 17.0 programi kullanila-
rak yapildi. Hastalarin ve FN ataklarin 6zellikleri tanimlayi-
ciistatistik kullanilarak irdelendi.

3. BULGULAR

Kirk sekiz (32 erkek, 16 kiz) hastanin 131 FN atag in-
celendi. Hastalarin ortalama yas1 7,1 + 5,3 yil (3 ay — 17
yil) olarak hesaplandi. Altta yatan kanser dagiliminda 31’i
(%65) akut losemi (25 lenfoblastik, 6 myeloid), 15’i (%31)
solid organ kanseri (yedi hepatoblastoma, ikiser wilms tii-
morii ve noroblastom, birer osteosarkom, ewing sarkom,
rabdomyosarkom, medullublastom) ve 2’si (%4) lenfomay-
di. Febril notropenik atak sirasinda kiiltiirler alindiktan
sonra rutin piperasilin-tazobaktam baslandi. Ataklarin 98’i
(%75) 16semi tanili olgularda izlenirken, 87 FN ataginda ise
yiiksek risk 6zelligi goriildii. Febril ndtropeni atagi geciren
31 16semi tanili olgunun 27’si ataklarin 88’ini tedavinin in-
diiksiyon-konsolidasyon déneminde gecirdi. ilk 24 saatte
69 (%53), 72 saatte ise 94 (%72) FN ataginda hastalarin ates
yiiksekligi kontrol altina alinirken, 22 atakta (%17) 5 giin-
den uzun siiren ates saptandi (Grafik 1).

Grafik 1. Ataklarin ates kontrol siirelerinin dagilimi
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Febril notropeni ataklarinda 47’sinde (%36) kan veya
kateter kiiltiirde iireme saptandi. Saptanan etkenlerden
42’si bakteri (30’u gram negatif, 12’si gram pozitif) ve 5’i
mantardi. Gram negatif Psédomonas ve Klebsella alt tip-
leri, gram pozitif koagulaz negatif stafilokok ve fungal et-
ken olarak Candida parapsilosis en sik iiretildi. Hastalara
ampirik olarak baglanan piperasilin-tazobaktam 42 atakta
(%32) tedavi icin yeterli olurken, uzayan ates, yiiksek risk
ozellikleri ve saptanabilen etkenlere yonelik tedavilerle 89
atakta (%68) coklu antibiyotik tedavisi uygulandi. Yirmi bes
atak (%19) sirasinda olgulara destek tedavi amacryla gra-
niilosit koloni stimiile edici fakt6r (G-CSF), 4 atak (%3) i¢in
ise aferez granulosit siispansiyonu uygulandi. iki hasta FN
atagr sirasinda kaybedildi. Olgulardan biri akut myelositer
16semi tanili ve atagin 22. giiniinde, digeri hepatoblastoma
tanili ve atagin 9. giiniinde pnémoni nedeniyle kaybedildi.

4. TARTISMA

Febril notropenik ataklar gocukluk ¢agi kanser tedavi-
lerinde morbidite ve mortaliteyi artiran en 6nemli kompli-
kasyon olmaya devam etmektedir. Febril n6tropeni ataklari
cocukluk yas grubunda bu calismada da saptandig tizere
cogunlukla 16semi tedavisinin indiiksiyon-konsolidasyon
doéneminde saptanir (6). Ampirik genis spektrumlu antibi-
yoterapiye en kisa siirede baslanmasi ve nadir olgular di-
sinda hastalarin yatirilarak intraven6z tedavi yapilmasi en
temel yaklasimdir (4,7,8). Ulkemizde 24 merkezin katildigi
829 FN atagin irdelendigi calismada %32 atakta kiiltiir tire-
mesi saptanirken, %21 oranda bakteriyemi raporland: (9).
Aslan ve ark. (10) ¢calismasinda ise 811 atak incelendiginde
%28’inde kan kiiltiirtinde bir etken belirlendi. Bu iki calis-
mada gram pozitif bakteri {iremesi daha fazla goriiliirken,
Gudiol ve ark. (11), Kar ve ark. (12), bizim calismamizda
gram negatif bakteri {iremesi daha fazla saptandi. Gele-
neksel ampirik tedavi antipsddomonal beta-laktam bir
antibiyotik ile aminoglukozidin kombine tedavisi seklinde
yapilmaktadir. Ugiincii ve 4. kusak antipsddomonal etkili
genis spektrumlu antibiyotiklerin kullanima girmesi tekli
tedavilerin tercih edilmesinin 6niinii agmistir (13,14). Bu
calismada tekli tedavi ataklarin %32’sinde yeterli oldugu
belirlenirken ataklarin %68’inde iki veya daha fazla anti-
biyotik ve baz1 ataklarda ampirik baslanan antibiyotiklerin
degistirilmesi gerekti. Febril notropenik atakta mortalite
ampirik genis spektrumlu tedavilerin kullanilmasiyla %1-3
arasinda goriilmektedir (15,16). Bu calismada da iki olgu
atak sirasinda kaybedildi. Kaybedilen akut myeloid 16semi
hastasinda E. Coli izole edilirken diger olguda (hepatoblas-
tom) kiiltiir tiremesi olmad.

Kemoterapi sonrasinda veya baska nedenlerle kemik
iliginin ¢alismadig veya baskilandigl durumlarda hastala-
rin morbidite ve mortalitesini en aza indirmek icin intrave-
néz genis spektrumlu antibiyoterapi en kisa siirede baglan-
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malidir. Antibiyoterapiye ragmen yiiksek risk faktorleri ve
hastaya 6zgli durumlar 6nemini korumaktadir.
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Retinal Ven Dal Oklizyonu Olan Hastalarda Risk Faktorleri

Amag: Retinal ven oklizyonu dnlenebilir kérlik nedenleri arasinda yeralmaktadir. En 6nemli risk faktorleri yas ve hi-
pertansiyondur. Calismamizin amaci genis bir kirsal kesimde ven okliizyonu prevelansini saptama ve risk faktorlerini
belirlemekti.

Gereg ve Yontem: Eskisehir kirsal bolgesinde saglik ocaklarina basvuran ve non-midriyatik fundus kamara ile retinal
fundus fotograflari cekilebilen hastalarin fotograflari retrospektif olarak incelendi. Ven dal oklizyonu (VDO) saptanan
hastalarin yas, cinsiyet, sistolik kan basinci (SKB), diyastolik kan basinci (DKB), diyabetes mellitus (DM) / hipertan-
siyon (HT) hikayesi, sigara ve alkol kullanimi, kullanilan ilaclanin ve viicut kitle indeksinin (VKi) yazili oldugu anket
formlar degerlendirildi. Sonuclarin istatistiksel analizi SPSS 15.0 ve SigmaStat 3.5 paket programlari kullanilarak
yapildi. Verilerin normal dagilima uygunluklari Kolmogorov-Smirnov testi ile degerlendirildi. Kategorik degdiskenlerin
(cinsiyet, sigara/alkol kullanimi, DM/HT varligi) degerlendirilmesinde Ki-Kare testi, sirekli degiskenlerin (yas, viicut
kitle indeksi ve kan basinci degerleri) degerlendirilmesinde Mann Whitney U testi kullanildi. p<0.05 degeri istatistik-
sel olarak anlamli kabul edildi.

Bulgular: Cinsiyet, yas, HT varlidi, SKB, DKB dederleri iki grup arasinda farkli iken; alkol ve sigara kullanimi, DM ve
VKi acisindan iki grup arasinda fark gozlenmemistir.

sonug: Yas ve HT VDO icin en dnemli risk faktorleridir. HT miidahale edilebilen bir degisken oldugundan, HT kontrolii
hasta sag kalimi acisindan onemlidir.

Anahtar kelimeler: Retinal Ven Dal Oklizyonu, Hipertansiyon, Viicut kitle endeksi, Sigara, Alkol, Retina, Hipertansif
Retinopati

Abstract
Risk Factors in Patients with Retinal Vein Branch Occlusion

Aim: Retinal vein occlusion is among the causes of preventable blindness. The most important risk factors are age
and hypertension. The aim of our study was to determine the prevalence of venous occlusion and to determine risk
factors in a large rural area.

Material and Methods: The patients who were admitted to the health centers in the rural areas of Eskisehir and
who had retinal fundus photographs with non-mydriatic fundus camera were examined retrospectively. The data
of about age, sex, systolic blood pressure (SBP), diastolic blood pressure (DBP), history of diabetes mellitus (DM) /
hypertension (HT), smoking and alcohol use, medication and body mass index (BMI) were obtained from the ques-
tionnaire forms. Venous branch occlusion (VBO) diagnosis of the participants was investigated the relationship with
the above factors. SPSS 15.0 and SigmaStat 3.5 were used for statistical analysis. The data were evaluated by
Kolmogorov-Smirnov test for normal distribution. Chi-Square test was used to evaluate categorical variables (gender,
smoking/alcohol use, presence of DM / HT), Mann Whitney U test was used to evaluate continuous variables (age,
body mass index and blood pressure values). p<0.05 was considered statistically significant.

Results: Gender, age, presence of HT, SKB and DKB values were different between the two groups; No difference
was observed between the two groups in terms of alcohol and smoking, DM and BMI.

Conclusion: Age and HT are the most important risk factors for VBO. As HT is a manageable variable, HT control is
important for patient survival.

Keywords: Retina Branch Vein Occlusion, Hypertension, Body Mass Index, Smoking, Alcohol, Retina, Hypertensive
retinopathy
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Retinal Ven Dal Oklizyonu Olan Hastalarda Risk Faktorleri

1. GIRIS

Retinal ven okliizyonu retinal ventz dolasimin bozul-
mast ile seyreden bir hastaliktir (1). Ug alt tipi bulunur; ven
dal okliizyonu, santral retinal ven okliizyonu ve hemiretina
ven okliizyonu (2). Ven okliizyonlarin biitiin tiplerinde en
sik neden aterosklerotik degisiklikler iken, (3) ven dal ok-
liizyonunda sistemik hipertansiyon, ateroskleroz ve diya-
bet major risk faktorleridir (4). Literatiirde ven dal okliiz-
yonuna ait bircok calisma vardir fakat Tiirk toplumunda
genis kitlelere ulasip tarama yapilabilen sinirli sayida ca-
lisma vardir (5, 6). Fakat bu calismalar hastane ortaminda
planlanmigtir. Calismamizin amaci genis bir toplum tara-
mas1 yaparak ven okliizyonu prevelansini saptama ve risk
faktorlerini belirlemekti.

2. GERECG VE YONTEM

Eskisehir Osmangazi Universitesi Tip Fakiiltesi Gz
hastaliklar1 Anabilim Dali glokom biriminin 31 Ekim
2006'da 03 sayili alinan etik kurul karari ile yapilan ‘Eskise-
hir bolgesinde 40 yas {istii popiilasyonda goz ici basincinin
demografik, okiiler ve sistemik faktorlerle iliskisinin deger-
lendirilmesi’ adli calismada KOWA non-midriatik fundus
kamera ile cekilen 5182 katihimcinin fundus fotograflar
ve fotograflardan ven okliizyonu saptanan hastalarin daha
onceden teknisyenler tarafindan doldurulmus anket form-
lar retrospektif olarak incelendi. Hasta anket formlarinda
0zgecmis, soy gecmis, demografik bilgileri ve risk faktorle-
rini belirlemek i¢in sorulmus olan yas, cinsiyet, SKB, DKB,
DM hikayesi, HT hikayesi, sigara ve alkol kullanimi, kulla-
nilan ilaglar ve VKI kayitli idi. Ven dal okliizyonu tanisin-
da; retinada kadransal kanamalar, venlerde genisleme ve
kivrimlanma artisi, optik disk 6demi ve/veya hiperemisi,
retinada 6dem, sert-yumusak eksudalar ve makula 6demi,
kollateraller, vaskiiler kiliflanma, hayalet damarlar, retina-
da NV, optik disk soluklugu gibi kriterler degerlendirmeye
alindi. Ven okliizyonu tespit edilen hastalar fakiilte hasta-
nesi goz boliimiine refere edildi. DM varligy; diabet oykiisti,
diabet tedavisi alanlar olarak; HT varlig1 ise anket formu
doldurulurken olciilen arteriyalkan basincinin ortalama
SKB>130 mmHg DKB>90 mmHg olmas1 ve/veya hipertan-
sif ila¢ kullanimi varlig1 olarak kabul edildi.

Calismada; sonuclarin istatistiksel analizi SPSS 15.0 ve
SigmaStat 3.5 paket programlar kullanilarak yapildi. Veri-
lerin normal dagilima uygunluklar1 Kolmogorov-Smirnov
testi ile degerlendirildi. Kategorik degiskenlerin (cinsiyet,
sigara/alkol kullanimi, DM/HT varligl) degerlendirilmesin-
de Ki-Kare testi, siirekli degiskenlerin (yas, viicut kitle in-
deksi ve kan basinci degerleri) degerlendirilmesinde Mann
Whitney U testi kullanildi. p<0.05 degeri istatistiksel olarak
anlaml kabul edildi.
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3.BULGULAR

Retinal fotograflarn incelenen 5186 hastanin 17’sinde
ven okliizyonu bulgularina rastlandi. 17 olgunun hepsine
de VDO tanis1 konuldu.

VDO gegirenlerden 16’s1 kadin, 1'i erkekti. Iki grup ara-
sinda cinsiyet agisindan fark goriildii (p<0.05). Kadinlarda
VDO'ya daha sik rastlandi.

VDO saptanan hastalarda yas, alkol ve sigara kullanimj,
DM ve HT varhig oykiisti, VKI, SKB, DKB acisindan arasti-
rildi. Sonuglar tablo 1-2'de gosterilmistir. Yas (y1l) okliizyon
olanlarda 63,23+7,60 iken olmayanlarda 55,86+10,58 idi.
Viicut kitle indeksi (kg/m?) okliizyon olanlarda 28,30+4,59
iken olmayanlarda 28,28+4,83 idi. Sistolik kan basinci
(mmHg) okliizyon olanlarda 144,71+23,48 iken olmayan-
larda 131,54+23,07 idi. Diyastolik kan basinci (mmHg) ok-
liizyon olanlarda 86,47+7,09 olmayanlarda 81,15+11,83 idi.

Tablo 1. Ven dal okliizyonu olan ve olmayan katilimcilarin sigara/alkol kullanimi

dagilimi

Okliizyon (+) Okliizyon (-) P
Sigara
Hic igmeyen 15 3320
Ara sira igen 1 817
>0,05
I¢ip birakan 0 179
Aktif icen 1 931
Alkol
Hic igmeyen 16 4437
Ara sira igen 0 281
>0,05
I¢ip birakan 1 275
Aktif icen 0 54

HT varligi, yiiksek arteriyel tansiyon degerleri ve yas
acisindan iki grup arasinda fark varken; sigara, alkol kulla-
mimi ve VKI agisindan iki grup arasinda farka rastlanmadi.

VDO olan hastalarin hi¢birinde DM yoktu fakat hepsin-
de HT vard.

Tablo 2. Ven dal okliizyonu olan ve olmayan katiimcilarin yas, viicut kitle indeksi

ve kan basinci degerleri

Parametre Okliizyon (+) Okliizyon (-) P

Yas 63,23+7,60 55,86+10,58 <0,01
Viicut kitle indeksi 28,30+4,59 28,28+4,83 >0,05
Sistolik kan basincit 144,71+23,48 131,54+23,07 <0,01
Diyastolik kan basinci 86,47+7,09 81,15+11,83 <0,01
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4. TARTISMA

Literattiir tarandiginda VDO prevelansi binde 1,8 ile 9,32
arasinda degismektedir. Avrupa ve Amerika kokenli calig-
malarda oranlar daha diisiikken dogu kokenli calismalarda
oranlarin daha yiiksek oldugu goézlenmektedir (7). Calis-
mamizda VDO prevelansi binde 3,27 idi. Calismalar ara-
sindaki bu farklilik hastanin doktora ulasmasindaki zorluk,
hastalarin farkl biling diizeyi, eslik eden sistemik hastalik,
ila¢ kullamim 6ykiilerindeki farklilik veya tamamen genetik
faktorlere bagh olabilir.

VDO ve kadin cinsiyet birlikteligine literatiirde sikca
rastlanmaktadir. Ozellikle yash kadin katihimcilarda bu
iliski daha belirgindir (8, 9). Fakat sigara icen erkelerde de
VDO'’nun daha sik gozlendigini belirten calismalarda vardir
(10). Baz1 calismalarda ise cinsiyet ile iliski bulunamamistir
(11). Biz de ¢alismamizda kadin cinsiyet ile VDO prevelansi
arasinda yakin bir iliski g6zlemledik.

Ven dal okliizyonunda en 6nemli faktor ilerleyen yas-
tr (12). Bu durum bizim calismamiz1 destekler nitelikte
idi. ilerleyen yasla beraber atherosklerotik degisikliklerin
artmasl, boylece hem arter kompresyonunun artmas: hem
de venoz duvar yapisinin bozulmasi ve kan viskozitezinin
artmastyla bu durum aciklanabilir (13-15). Baz1 calisma-
larda daha genc hasta popiilasyonuna rastlanmaktadir. Bu
calismalarda da ek faktor olarak trombofili ve risk faktorleri
suclanmaktadir.

HT, DM varhgi, SKB ve DKB yiiksekligi VDO i¢in risk
faktorleri arasinda yer almaktadir (16-18). Calismadaki
hastalarin hepsi HT hastasiyken, 16 olgunun hicbirinde
DM yoktu Calismamizdaki kisitlayici faktor diyabet tanisi-
nin anamneze dayali olarak konulmasiydi. Ek bir kan tetki-
kine anket formlarinda yer verilmemisti. VDO hastalarinda
DM rastlanmamis olmasi bu eksiklikten kaynaklanabilir.

VKI ile VDO arasinda ¢ogu ¢alismada ¢ok siki olama-
sa da ozellikle genc, metabolik sendromlu hastalarda veya
uyku apne sendromu gibi ek hastalif1 olanlarda ven okliiz-
yonu ile VKI yiiksekligi iligkisi daha fazla olarak gozlenmis-
tir (19, 20). Calismamizda, Jonas J.B ve ark. yaptig1 arastir-
madaki gibi iki parametre arasinda iliski saptanmadi (21).
Bu durum VDO saptanan hastalarda ek bir patolojinin ol-
mamastyla acgiklanabilir.

Calismamizda, literatiirdeki bazi yayinlardan farkl ola-
rak alkol ve sigara kullaniminin VDO iizerine etkisi buluna-
madi (10, 22). Ancak literatiirdeki baz1 makaleler de bizim
calismamizi destekler nitelikteydi (21, 23). Calismalarda
farkliliklar, katihmer gruplarn arasindaki yasin ve cinsiyetin
farkli olmasi, yasam alanlarin kirsal ve kentsel alan olarak
degismesi, ¢alismalarin hastane veya hastane dis1 olarak
planlanmasina bagl olabilir.

VDO gorme azhig1 nedenlerinden biridir. VDO gelisim
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icin en 6nemli risk fakt6rii HT ve yas olarak goriilmektedir.
Calismamizda da iki grup arasinda bu parametreler acisin-
dan fark vardi. Yasin degistirilemeyen faktorlerden oldugu
diistiniiliirse 6zellikle HT kontrolii hastaligin 6nlenmesi ve
progresyonunun engellenmesi acisindan énemlidir. Ozel-
likle yash ve hipertansif hastalarda sik retina muayenesi,
genis katihimli taramalar ve HT regiilasyonu koruyucu sag-
lik hizmetleri icin biiyiik deger tasimaktadir.

Kaynaklar

1. IpM, Hendrick A. Retinal Vein Occlusion Review. Asia-Pacific journal
of ophthalmology (Philadelphia, Pa). 2018;7(1):40-5.

2. Scott IU, VanVeldhuisen PC, Ip MS, Blodi BA, Oden NL, Awh CC,
et al. Effect of Bevacizumab vs Aflibercept on Visual Acuity Among
Patients With Macular Edema Due to Central Retinal Vein Occlusion:
The SCORE2 Randomized Clinical Trial. Jama. 2017;317(20):2072-87.

3. Yen YC, Weng SE Chen HA, Lin YS. Risk of retinal vein occlusion in
patients with systemic lupus erythematosus: a population-based
cohort study. The British journal of ophthalmology. 2013;97(9):1192-
6.

4. Risk factors for branch retinal vein occlusion. The Eye Disease Case-
control Study Group. Am J Ophthalmol. 1993;116(3):286-96.

5. Koylu MT, Kucukevcilioglu M, Erdurman FC, Durukan AH, Sobaci G,
Torun D, et al. Association of retinal vein occlusion, homocysteine,
and the thrombophilic mutations in a Turkish population: A case-
control study. Ophthalmic genetics. 2017;38(4):352-6.

6. Simsek S, Demirok A, Cinal A, Yasar T. Effect of sex in branch retinal
vein occlusion. European journal of ophthalmology. 1998;8(1):48-
51.

7. Rogers S, McIntosh RL, Cheung N, Lim L, Wang JJ, Mitchell P, et
al. The prevalence of retinal vein occlusion: pooled data from
population studies from the United States, Europe, Asia, and
Australia. Ophthalmology. 2010;117(2):313-9.el.

8. Shin KU, Lee JY, Han K, Song SJ. Sex-specific age threshold for
increased risk of retinal vein occlusion in Koreans. Thrombosis
research. 2018;167:60-3.

9. Adenuga OO, Ramyil AV, Odugbo OP, Oyediji FJ. Prevalence, Pattern
And Risk Factors For Retinal Vascular Occlusions In A Tertiary
Hospital In Jos, Nigeria. Nigerian journal of medicine : journal of the
National Association of Resident Doctors of Nigeria. 2015;24(4):331-
6.

10. Schwaber EJ, Fogelman N, Sobol EK, Mehrotra D, Powell JA, Mian
U, et al. Associations with retinal vascular occlusions in a diverse,
urban population. Ophthalmic epidemiology. 2018;25(3):220-6.

11. Shin YU, Cho H, Kim JM, Bae K, Kang MH, Shin JP, et al. Prevalence
and associated factors of retinal vein occlusion in the Korean
National Health and Nutritional Examination Survey, 2008-2012: A
cross-sectional observational study. Medicine. 2016;95(44):e5185.

12. Blair K, Czyz CN. Central Retinal Vein Occlusion. StatPearls. Treasure

12



Retinal Ven Dal Oklizyonu Olan Hastalarda Risk Faktorleri

Island (FL): StatPearls PublishingStatPearls Publishing LLC.; 2018.

13.Zhao]J, Sastry SM, Sperduto RD, Chew EY, Remaley NA. Arteriovenous
crossing patterns in branch retinal vein occlusion. The Eye Disease
Case-Control Study Group. Ophthalmology. 1993;100(3):423-8.

14. Christoffersen NL, Larsen M. Pathophysiology and hemodynamics
of branch retinal vein occlusion. Ophthalmology. 1999;106(11):2054-
62.

15. Trope GE, Lowe GD, McArdle BM, Douglas JT, Forbes CD, Prentice
CM, et al. Abnormal blood viscosity and haemostasis in long-
standingretinal vein occlusion. The British journal of ophthalmology.
1983;67(3):137-42.

16.0’Mahoney PR, Wong DT, Ray JG. Retinal vein occlusion and
traditional risk factors for atherosclerosis. Archives of ophthalmology
(Chicago, 111 : 1960). 2008;126(5):692-9.

17. Kolar P. Risk factors for central and branch retinal vein occlusion: a
meta-analysis of published clinical data. Journal of Ophthalmology.
2014;2014:724780.

18. Newman-Casey PA, Stem M, Talwar N, Musch DC, Besirli CG, Stein
JD. Risk factors associated with developing branch retinal vein
occlusion among enrollees in a United States managed care plan.
Ophthalmology. 2014;121(10):1939-48.

13

19. Lam HD, Lahey JM, Kearney JJ, Ng RR, Lehmer JM, Tanaka SC. Young
patients with branch retinal vein occlusion: a review of 60 cases.
Retina (Philadelphia, Pa). 2010;30(9):1520-3.

20.Kanai H, Shiba T, Hori Y, Saishin Y, Maeno T, Takahashi M.
[Prevalence of sleep-disordered breathing in patients with retinal
vein occlusion]. Nippon Ganka Gakkai zasshi. 2012;116(2):81-5.

21.Jonas JB, Nangia V, Khare A, Sinha A, Lambat S. Prevalence and
associations of retinal vein occlusions: the Central India Eye and
Medical Study. Retina (Philadelphia, Pa). 2013;33(1):152-9.

22.Thapa R, Bajimaya S, Paudyal G, Khanal S, Tan S, Thapa SS, et al.
Prevalence, pattern and risk factors of retinal vein occlusion in
an elderly population in Nepal: the Bhaktapur retina study. BMC
ophthalmology. 2017;17(1):162.

23.Xu L, You QS, Jonas JB. Prevalence of alcohol consumption and risk
of ocular diseases in a general population: the Beijing Eye Study.
Ophthalmology. 2009;116(10):1872-9.

MKU Tip Dergisi 2019; 10(36): 10-13



Ozgiin Makale / Original Article

MKU Tip Dergisi 2019; 10(36): 14-19

Okul Oncesi Cocuklarda ve Ebeveynlerinde Teknolojik Cihaz

Kullanimi

Erhan Yengil, Pinar Doner Giner, Omer Kerim Topakkaya®

DOI: 10.17944/mkutfd.496531

Erhan Yengil: Doc. Dr., Mustafa Kemal Universitesi
Tip Fakaltesi, Aile Hekimligi Anabilim Dali, Hatay
Eposta: dryengil@yahoo.com

ORCID iD: https://orcid.org/0000-0002-4198-4873

Pinar Doner Giiner: Dr. Ogr. Uyesi, Mustafa Kemal
Universitesi Tip Fakiiltesi, Aile Hekimligi Anabilim
Dali, Hatay

Eposta: dr.pinardoner@gmail.com

ORCID iD: https://orcid.org/0000-0002-5245-5299

Omer Kerim Topakkaya“: Ars. Gor. Dr,, Mustafa
Kemal Universitesi Tip Fakiiltesi, Aile Hekimligi
Anabilim Dali, Hatay

Eposta: omer_90_ahmet@hotmail.com

ORCID iD: https://orcid.org/0000-0002-3441-6683

Bildirimler/Acknowledgement

Yazarlar bu makale ile ilgili herhangi bir cikar
catismasi bildirmemislerdir.

The authors declare that they have no conflict of
interests regarding content of this article.
Yazarlar bu makale ile ilgili herhangi bir finansal
destek bildirmemislerdir.

The Authors report no financial support regarding
content of this article.

Gelis/Received: 13.12.2018
Kabul/Accepted: 05.03.2019

e-ISSN: 2149-3103
Web: http://dergipark.gov.tr/mkutfd

0z

Okul Oncesi Cocuklarda ve Ebeveynlerinde Teknolojik Cihaz Kullanimi

Amac: Bu calismada okul 6ncesi cocuklarda ve ebeveynlerinde teknolojik cihaz kullanim sikigini ortaya koymak
amaclanmistir.

Gereg ve Yontem: Calisma kesitsel tipte olup, 2017-2018 egitim dgretim yili Ocak-Subat aylarinda Mustafa Kemal
Universitesi Kres ve Giindiiz Bakimevine giden okul dncesi cocuklarin (3-6 yas) ebeveynlerden birine cocugunun,
kendisinin ve esinin teknolojik cihaz kullamimiyla ilgili sorular iceren anket calismasi yapildi.

Bulgular: Kres ve Giindiz Bakimevine giden 53 cocugun 42'sinin ebeveyni anketi yanitladi. Anketi cevaplayanlarin
34'G (%81) anne, 8'i (%719) baba idi. Cocuklarin 11°inin (%26,2) 1-2 yas arasinda, 17'sinin (%40,5) 2-3 yas arasinda,
10'unun (%23,8) 3-4 yas arasl, 4Gnin (%9,5) 4 yasindan sonra teknolojik cihazlari kullanmaya basladigi gortld.
Cocuklarin 24'G (%57,1) 0-1 saat, 14U (%33,3) 1-2 saat, 4'0 (%9,5) 2-3 saat teknolojik cihaz kullanmaktadir. Anne-
lerin 244 (%57,1) 0-1 saat, 12'si (%28,5) 1-2 saat, 5'i (%11,9) 2-3 saat, 1'i (%2,4) 3 saatten fazla teknolojik cihaz
kullanmaktadir. Babalarin 17'si (%40,4) 0-1 saat, 14 (%33,3) 1-2 saat, 10'u (%23,8) 2-3 saat, 1'i (%2,4) 3 saatten
fazla teknolojik cihaz kullanmaktadir. Teknolojik cihaz kullanim saati ile cocugun cinsiyeti, ailenin maddi durumu, egi-
tim seviyesi, cocuk sayisi arasinda iliski bulunamad. Ebeveynin teknolojik cihaz kullanim saatiyle cocugun teknolojik
cihaz kullanimi arasinda anlamli fark bulunmamaktadir (p=0,31).

sonuc: Bu calisma, okul dncesi cocuklarda ve ebeveynlerinde teknolojik cihaz kullamiminin yaygin kullanildigini
gostermektedir. Cocuklarin ebeveynlerinin gozetimi altinda olmadan sik teknolojik cihaz kullanmasi ytriimeye ve
konusmaya gec baslama gibi olumsuz etkilere neden olmaktadir. Ebeveynlerin ve cocuklarin teknolojik cihazlar sik
kullanmasi birlikte gecirdikleri sireyi ve yaptiklar aktiviteyi azaltmaktadir. Calismamiz, cocuklarin teknolojik cihaz
kullanimlari esnasinda ebeveynlerin tutum ve davranislarinin cocuklara etkilerinin gosterilmesinde ve teknolojik
cihaz kullaniminin zararli etkileri konusunda ebeveynlerin bilinclendirilmesinde 6nemli olup sonraki kapsamli calis-
malar icin yol gosterici olacaktir.

Anahtar Kelimeler: Respiratuvar sinsityal virts, hizli antijen testi, alt solunum yolu enfeksiyonu.

Abstract
The Use of Technological Devices in Pre-School Children and Parents

Aim: In this study, it was aimed to determine the frequency of using technological devices in pre-school children
and their parents.

Material and Methods: The study was a cross-sectional type and we conducted a questionnaire study on the use of
technological devices of the child, one of the parents and one of the parents of preschool children (3-6 years) going
to Mustafa Kemal University Day Care Center in 2017-2018 academic year. After the survey, it was aimed to inform
the parents about the harmful effects of the child on physical and mental health.

Results: A parent of 42 of 53 children who went to nursery and day care home answered the questionnaire. Of
the respondents, 34 (%81) were mother and 8 (%19) were father. It was seen that 11 (%26.2) children between
the ages of 1-2 started using technological devices, 17 (%40.5) between the ages of 2-3, 10 (%23.8) are between
the ages of 3-4, 4 (%9.5) after the age of 4. 24 (%57.1) of the children used technological devices for 0-1 hour,14
(%33.3) for 1-2 hours and 4 (%9.5) for 2-3 hours.24 (%57.1) of the mothers used technological devices for 0-1 hour,
12 (%28.5) for 1-2 hours, 5 (%11.9) for 2-3 hours, 1 (%2.4) for more than 3 hours. 17 (%40.4) of the fathers used
technological devices for 0-1 hour, 14 (%33.3) for 1-2 hours, 10 (%23.8) for 2-3 hours, 1 (%2.4) for more than 3
hours. There was no relationship between technological device usage time and gender of the child, financial status
of the family, education level, number of children. There was no significant difference between the parent’s techno-
logical device use time and the child’s use of technological devices (p = 0.31).

Conclusion: This study shows that the use of technological devices is widespread in preschool children and their
parents. Frequent use of technological devices by children without parental supervision causes adverse effects such
as walking and talking late. Frequent use of technology by parents and children reduces the amount of time they
spend and the activity they are doing. Our work will be important for parental awareness of the harmful effects of
the use of technological devices and the demonstration of parental attitudes and behaviors of children during the
use of technological devices by children and will quide them to further comprehensive work.

Keywords: Respiratory syncytial virus, rapid antigen test, lower respiratory tract infection.

MKU Tip Dergisi 2019; 10(36): 14-19


http://dergipark.gov.tr/mkutfd

Okul Oncesi Cocuklarda ve Ebeveynlerinde Teknolojik Cihaz Kullanimi

1. GIRIS

Giniimiizde teknolojik cihazlarin ve internetin kulla-
nimi giderek artmaktadir. Uluslararas: Telekom Birligine
verilerine gore 2000’li yillarin basinda Tiirkiye'de internet
kullanici sayisi 2 milyon iken bu say1 son on yilda %1750
artmistir (1). Tiirkiye statistik Kurumu verilerine gore
2015 Nisan ayinda 16-74 yas arasi internet kullanim orani
%55,9, internet erisimine sahip hane halki oran1 %69,5, cep
telefonu veya akilli telefon bulunduran hane halki oranm
ise %96,8'dir (2). Teknolojik cihazlarin yayginlastig1 giinii-
miizde bu cihazlar ¢ocuklarin egitime ilgi ve meraklarinin
artmasinda, 6grenmelerine ve eglenmesinde katkilar su-
nabilir (3). Dokunma, siiriikleme ve kaydirma hareketleri
ile kolayca acilabilen ve kullanilabilen teknolojik cihazlarin
varligiyla cocuklarin bu cihazlan 6zellikle yemek zama-
n1 olmak tizere kullanma siiresi ve bu cihazlarla internete
ulasma siklig1 artmistir (4,5). Erisilebilirligi kolay olan bu
cihazlardaki program ve oyunlarin uygun siire ve yasta
kullanimi ¢cocuklarin psikomotor, sosyal, dil ve bilissel geli-
simlerine, 6grenme siireclerine katkilar saglar (6). Bununla
birlikte kres ve anaokulu doneminde cocuklarin teknolojik
cihaz kullanmaya basladiklari, ileriki yagslarda yaygin kul-
landiklar1 gézlenmistir. Bu durumun ise ¢ocuklarin fiziksel
ve ruhsal gelisimlerine zararh etki edebilecegi bilinmekte-
dir (7). Cocuklarda teknolojik cihazlarin ve internetin sik
kullanimi gelisim geriligi, obezite, uyku bozukluklari, zi-
hinsel ve ruhsal hastaliklar, demans ve bagimlhiliklara yol
acmaktadir (8,9). Ebeveynlerinin gozetimi altinda olmadan
cok erken yasta sik teknolojik cihaz kullanimi konusmaya
gec baslama gibi olumsuz etkileri de olmaktadir. Bunun
yani sira teknolojik cihazlardaki uygulamalarda ve oyunlar-
da siddet icerikli 6gelerin bulunmasi da bu yastaki cocuk-
larda etik ve kural algis1 tam olusmadigindan saldirganlhiga
meyil olusturmaktadir. Bu zararh etkileri 6nleyebilmek icin
3-6 yas arasi ¢ocuklarin teknolojik cihaz kullanimi giinliik
30 dakikayr ge¢cmemelidir. Cocuklarda soyut diistinme 7
yas civarinda gelistiginden bilgisayar oyununa ve inter-
net kullanimina baslama yas1 7 yas olarak 6nerilmektedir
(10). Okul donemine gelen ¢ocuklara internet kullanimlari
esnasinda Ornek olunmasi, internet kullanim siiresine si-
nir getirilmesi ve egitici programlara birlikte girilmesi ge-
rekmektedir. Cocuklarin teknolojik cihazlar1 kullanirken
de ebeveynlerin gozetiminde olmasi siddet, cinsellik gibi
temalar iceren oyun ve internet sitelerine erisimin engel-
lenmesi ve bu cihazlarin kullanildig siirenin sinirlanmasi
ayrica ebeveynlerin 6nce uygulamay1 ve oyunu denemesi
ve oyun sonrasi da ¢ocuklarina ne 6grendiklerini sormasi
onerilmektedir (11).

Okul 6ncesi ¢ocuklarin en fazla kullandiklar teknolo-
jik cihazlardan birisi de televizyondur. Cocuklarinin yayin
veya reklam icerigini dogru yorumlayabilmesi ve gercek
ile hayali ayirt etmesi i¢in ebeveynlerin televizyon izlerken
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cocuklarina 6rnek olmasi, ¢ocuklarinin yaglarina uygun
egitici programlar birlikte izlemesi gerekmektedir (12,13).
Ayrica Diinya Saglik Orgiitii, cep telefonu, tablet, diziistii
bilgisayar1 olasilikli karsinojen olarak kategori 2B seviye-
sinde tanimlamasi bu cihazlarin 6nemli yan etkilere sebep
olacagini gostererek uyarmaktadir (14). Bu nedenle 0-3 yas
grubundaki ¢cocuklarin her tiirlii teknolojik cihazdan uzak
tutulmasi ve ekran basinda vakit gecirmemesi saglanma-
lidir. Bu zararl etkiler, teknolojik cihazlarin yayginlastig
dijital cagda dogan nesil ile teknolojik cihazlar1 kullanma-
ya ileriki yaglarinda baslamis olan ebeveynleri arasinda bu
cihazlarla ilgili bilgi farkindan dolayi, teknolojik cihazlarin
kullanimi konusunda c¢ocuklarina nasil davranacaklarini
bilmemelerinden kaynaklanmaktadir (15). Ebeveynlerin
bu bilingsizligine ek olarak kendilerinin de teknolojik ci-
hazlari sik kullanimi hatta bagimlilik boyutunda kullanma-
lar1 da g¢ocuklarin teknolojik cihaz bagimhiligini artirmak-
tadir (3).

Bu calismada okul 6ncesi cocuklarda ve ebeveynlerin-
de teknolojik cihaz kullanim sikligini ortaya koymak amag-
lanmustir.

2. GEREC VE YONTEM

Hatay Mustafa Kemal Universitesi Rektérliigiinden
alinan izin ve Hatay Mustafa Kemal Universitesi Tayfur
Sokmen Tip Fakiiltesi Klinik Arastirmalar Etik Kurulun-
dan alinan onay sonrasi Mustafa Kemal Universitesi Kres
ve Giindiiz Bakimevine giden ¢ocuklar1 olan ebeveynle-
re cocuklarinin, kendilerinin ve eglerinin teknolojik cihaz
kullanimyla ilgili sorular iceren bir anket ¢alismasi yapil-
di. Ocak- Subat 2018 Mustafa Kemal Universitesi Kres ve
Giindiiz Bakimevine giden okul dncesi ¢cocuklarin (3-6 yas)
ebeveynlerine anket verilerek yapildi. Calismaya katilim
goniilliiliik esasina gore olup okuma-yazma bilmeyen, akil
hastalig1 veya zayifligi olan veya onam veremeyecek du-
rumda ebeveynleri olan ¢ocuklar calismaya dahil edilmedi.
Anketi ebeveyne vermeden dnce yapilan arastirma hakkin-
da ebeveyn bilgilendirildi. Onami olmayan ebeveyne anket
uygulanmadi. Kres ogretmenleri anketlerin ebeveynlere
ulastirlmasini sagladi. Ebeveynlere verilen anket 35 soru
icermektedir. Bu sorularin 10’u sosyodemografik bilgiler-
le (ebeveynlerin yaslari, meslekleri, egitim diizeyleri, gelir
diizeyleri, cocugun yasi, cinsiyeti, kardes sayisini), 15'i ¢co-
cugun teknolojik cihaz kullanimi ve gelisimiyle, 10'u ken-
dilerinin ve eglerinin teknolojik cihaz kullanimiyla ilgilidir.

Ebeveynlerinden alinan anket verileri SPSS 21.0 ista-
tistik programina girilerek degerlendirildi. Arastirmaci ta-
rafindan “teknolojik cihazlarin 6 yas éncesi cocuklarda kag
yasinda, kac saat, nasil kullanilmasi gerektigi ve gereksiz
kullanimin zararh etkileri” hakkinda literatiirden derlenen
bilgi ve 6neriler kres 6gretmenleri ile paylasildi. Anket alin-
diktan sonra kres 6gretmenleri ebeveynlerle tek tek goriise-
rek bu bilgi ve dnerileri aktararak egitim verdi.

MKU Tip Dergisi 2019; 10(36): 14-19
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3.BULGULAR

Kres ve Giindiiz Bakimevine devam eden 53 ¢ocuk bu-
lunmaktaydi. Tim ebeveynlere arastirma hakkinda bilgi
verilerek anket formu iletildi. 11 ebeveyn ankete katilma-
y1 kabul etmedi. Anketi cevaplayan 42 ebeveynden; 34’1
(%81) kadn, 8’i (%19) erkekti. Calismaya dahil olan 42
cocugun 15’i (%35,7) kiz, 27’si (%64,3) erkekti. Cocuklarin
3’1 (%7,1) 2 yasinda, 4’1 (%9,5) 2.5 yasinda, 9'u (%21,4) 3
yasinda, 1'i (%2,4) 3.5 yasinda, 11’i (%26,2) 4 yasinda, 13’1
(%31) 5 yasinda, 1'i (%2,4) 6 yasindayd.

Cevaplayan ebeveynlerin 1’i (%2,4) ilkokul, 2’si (%4,8)
ortaokul, 5’'i (%11,9) lise, 34’ (%81)’i Universite ve usti
mezunuydu. Cevaplayanlarin eslerinin 5’'i (%11,9) ilkokul,
6's1(%14,3) lise, 31'i (%73,8) tiniversite ve {istii mezunuydu.

Cevaplayan ebeveynlerin 30'u (%71,4) memur, 4l
(%9,5) isci, 3’1 (% 7,1) esnaf, 2’si (%4,8) dgrenci, 3’1 (%7,1)
ev hanimiydi. Cevaplayanlarin eslerinin 28’i (%66,7) me-
mur, 8'i (%19) isci, 5'i (%11,9) esnaf, 1'i (%2,4) ev hanimidir.
19'u (%45,2) 1500-4600 TL, 23’1 (%54,8) 4601-9000 TL aylik
gelire sahipti. Ailelerin 6's1 (%14,3) 1 cocuk, 29'u (%69) 2 ¢o-
cuk, 5’i (11,9) 3 cocuk, 2’si (%4,8) 4 cocuk sahibidir (Tablo
1).

Cocuklarin 11’inin (%26,2) 1-2 yas arasinda, 17’sinin
(%40,5) 2-3 yas arasinda, 10'unun (%23,8) 3-4 yas arasi,
4’liniin (%9,5) 4 yasindan sonra teknolojik cihazlar kullan-
maya basladig: goriildii. Cocuklarin 24’i (%57,1) 0-1 saat,
14’1 (%33,3) 1-2 saat, 4’ti (%9,5) 2-3 saat teknolojik cihaz
kullanmaktadir.

Annelerin 24’1 (%57,1) 0-1 saat, 12’si (%28.,5) 1-2 saat,
5’1 (%11,9) 2-3 saat, 1'i (%2,4) 3 saatten fazla teknolojik ci-
haz kullanmaktadir. Babalarin 17’si (%40,4) 0-1 saat, 14’
(%33,3) 1-2 saat, 10'u (%23,8) 2-3 saat, 1'i (%2,4) 3 saatten
fazla teknolojik cihaz kullanmaktadir (Tablo 2). Babalarin
teknolojik cihazlar eslerine ve cocuklarina gore daha fazla
kullandig1 goriilmektedir (Sekil 1).

Erkek ile kiz cocuklarinin teknolojik cihaz kullanim sii-
relerinde anlaml fark bulunmamaktadir (p=0,64). Ailelerin
maddi durumlariyla ¢ocuklarin teknolojik cihaz kullanim
stireleri arasinda iliski bulunmamaktadir (p=0,96) Sorular1
cevaplayan ebeveynin teknolojik cihaz kullanim siireleriyle
cocuklarinin teknolojik cihaz kullanim siireleri anlaml fark
bulunmamaktadir (p=0,31). Sorular1 cevaplayan ebeveynin
cinsiyeti ile cevaplayan ebeveynin teknolojik cihaz kulla-
nim siiresi arasinda iliski bulunmamaktadir (p=0,20). Ye-
mekte cihaz kullaniminda erkek ve kiz cocuklarinin arasin-
da anlamh fark yoktur (p=0,35). Anketi dolduran ebeveynin
eslerinin teknolojik cihaz kullanim siireleriyle cocuklarin
teknolojik cihaz kullanim siireleri arasinda iliski bulunma-
maktadir (p=0,92).

MKU Tip Dergisi 2019; 10(36): 14-19

Tablo 1.Sosyodemografik Bilgiler

(n=42) %

Anketi Cevaplayan Ebeveynin Cinsiyeti

Kadmn 34 81
Erkek 8 19
Cocuklarin Cinsiyeti
Kiz 15 35.7
Erkek 27 64.3
Cocuklarin Yast
2yag 3 7.1
2.5yas 4 9.5
3yas 9 21.4
3.5yas 1 2.4
4 yas 11 26.2
5yas 13 31
6 yas 1 2.4

Cevaplayan Ebeveynin Egitim Durumu

flkokul 1 2.4
Ortaokul 2 4.8
Lise 5 11.9
Universite ve iistii 34 81

Cevaplayan Ebeveynin Meslegi

Memur 30 71.4
Isci 4 9.5
Esnaf 3 7.1
Ev Hanimi 2 4.8
Ogrenci 3 7.1
Esin Egitim Durumu
ilkokul 5 11.9
Ortaokul 6 14.3
Lise 0 0
Universite ve iistii 31 73.8
Esin Meslegi
Memur 28 66.7
Isci 8 19
Esnaf 5 11.9
Ev Hanimi 1 2.4
Aylik Gelir
<1500 TL 0 0
1500-4600 TL 19 45.2
4601-9000 TL 23 54.8
Cocuk Sayis1
1 cocuk 6 14.3
2 gocuk 29 69
3 ¢ocuk 5 11.9
4 ¢ocuk 2 4.8
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Tablo 2. Okul Oncesi Cocuklarda ve Ebeveynlerde Teknolojik Cihaz Kullanimlari 4. TARTISMA
(n=42) % Calismamiz okul 6ncesi ¢ocuklarin ve ebeveynlerinin
Gocuklarin Teknolojik Cihaz Kullanmaya Baslama Yaslar: teknolojik cihaz kullanimi ve teknolojik cihaz kullaniminin
1-2 yas 11 262 cocugun saghg tizerine olan olumsuz etkileri konusunda
2-3 yas 17 405 arastirmaya katilan ebeveynleri bilgilendirmeyi kapsamak-
3-dyas 10 238 tadir.
A+yas 4 95 RTUK'iin 26 ilde yaptig1 “Tiirkiye'de ¢ocuklarin medya
gocukianniicknoljiBeibazRullauslicler kullanma aliskanliklar arastirmasi” isimli aragtirmada 6zel
0-1saat 2 57.1 ve devlet okullarindaki 1-12. sinif 6grencilerinde cocuklarin
1-2 saat 14 B8k internet, tablet, televizyon ve cep telefonu kullanmalariyla
2-3 saat 10 9.5 ilgili arastirma gerceklestirilmistir. Fakat bu ¢alisma okul
3+ saat 0 0 oncesi ¢cocuklar1 kapsamayip, ebeveynleri bilgilendirme de
Babalarin Teknolojik Cihaz Kullanim Siireleri bu ara§tlrma sirasinda Yapllmaml$tlr (16) .
0-1 saat 17 404 Tiirkiye'de TUIK tarafindan 6-15 yas grubunda yapilan
1-2 saat 14 333 calismada bilgisayar kullanmaya baglama yas1 8, internet
2-3 saat 10 23.8 kullanmaya baslama yas1 9, cep telefonu kullanmaya basla-
3+ saat 1 24 ma yasi 10 yas bulundu. TUIK’in 6-10 yas grubunda yaptigi
Annelerin Teknolojik Cihaz Kullanim Siireleri bir diger calismada ortalama baglama yaslar bilgisayar ve
T o w0 internet icin 6 yas, cep telefonu i¢in 7 yas olarak bulundu
12 saat 12 285 (17). Okul 6ncesi cocuklarin dahil edildigi bu ¢alismada

teknolojik cihazlardan televizyon, tablet, internet veya cep
telefonundan herhangi birine baslama yas (2,21+0,97) bu-
lundu.

2-3 saat 5 11.9

3+ saat 1 2.4

Cocuklarin okul 6ncesi dénemde sik kullandigi tek-
nolojik cihazlardan birisi de televizyondur. Anderson ve
arkadaglarina gore cocuklugun ilk dénemlerinden itiba-
ren insanlar, rol modelleri ile ilgili se¢imlerini ailelerinin
otesinde medya figiirlerinden 6grenmektedir (18). Okul
oncesi cocuklarin gercek diinya ile ¢ok fazla deneyimi ol-
madigindan televizyon onlar icin diinya ile tanismada ilk
kanal 6zelligi tasimaktadir. Cocuklar da farkli yaslarda fark-
l1 sekillerde televizyon seyretmekte, her yeni yas ile birlikte
cocuklarin televizyon izleme aligkanliklarinda belirgin de-
gisiklikler oldugu gozlenmektedir.

Bagimsiz arastirma sirketi verilerine gore, cocuk ve
adolesanlar glinde ortalama 3 saat televizyon izlemektedir
(19,20). Roberts DF ve arkadaslarinin yaptig: bir ¢calismada
2 ile 7 yas arasi ¢cocuklarin % 32’si ve 8-18 yas cocuklarin
% 65’inin kendi odalarinda televizyon bulundugu goste-
rilmistir (19,21). Tiirkiye'de 6-18 yas grubunda RTUK tin
yaptig1 arastirmada cocuklarin %33,7’sinin 1-2 saat arasi,
%32,1’inin 2-3 saat arasl televizyon izledikleri bildirilmistir.
Calismamizda okul 6ncesi ¢ocuklarda en fazla kullanilan
teknolojik cihaz televizyon (%81,1), 2. sirada en fazla kulla-
0-1 SAAT 1-2 SAAT 2.3SAAT 3 SAAT USTU nilan cihaz cep telefonu (%40,6) olarak bulundu.

Tirkiye'de 6-15 yas grubundaki cocuklarin bilgisayar,
—8— Anne —®—Baba Cocuk internet ve cep telefonu/akilh telefon kullanim oranlari s1-
rasiyla %60.5, %50.8 ve %24.3’tiir (17). Bizim calismamizda
ise okul 6ncesi cocuklarda bilgisayar kullanimi %14.4, tab-
let ve cep telefonu kullanimi sirasiyla %31.1 ve %40.6 olarak
bulundu.

Sekil 1.Cocuklarin ve Ebeveynlerin Teknolojik Cihaz Kullanim Siirelerinin Karsilagtiriimasi
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Televizyonu fazla seyretmek dil, bilissel ve sosyal gelisi-
mini olumsuz etkilemektedir (22,23). Ekran karsisinda ge-
cirilen fazla siire daha az uyku, daha fazla dikkat problemi
ve daha diisiik akademik performansa neden olmaktadir.
Calismaya aldigimiz okul dncesi ¢ocuklarinin %28,5’u ko-
nusmaya baslamadan veya yeni konusmaya basladiginda
teknolojik cihaz kullanmaya basladiklar1 belirlendi. Geli-
sim diizeyleri normal olan ¢ocuklarin 1 yas civarinda ko-
nusmalar1 beklenir. Ancak calismamizda ortalama konus-
maya baslama yasinin 1,9 yas oldugu tespit edildi.

Bilgisayar oyunlar1 ve internet sézel bilgi yerine gorsel
bilgi siireci tizerine odaklanmaktadir. Bu nedenle bilgisa-
yar kullanimi ¢ocuklarin ii¢ boyutlu algilama yeteneklerini
gelistirmektedir. Klavye kullanabilme ise el-g6z koordinas-
yonunu sagladigi gibi ince motor gelisimi desteklemektedir
(24). Ancak Li ve Atkins tarafindan yapilan ¢calismada bilgi-
sayar kullanimi ile ¢cocuklarin gérsel motor ve kaba motor
becerileri arasinda iliski olmadig1 saptanmistir (25).

Teknolojik cihazlarin fazla kullanilmasi, okul 6ncesi ¢o-
cuklarin psikososyal gelisimlerini, iliski kurma ve stirdiir-
me becerilerini olumsuz etkilemekte ve cocuklarin yasit-
lar1 ve aile bireyleriyle daha az zaman gecirmesine neden
olmakta ve sosyallesmelerini engellemektedir. Cocuklarin
yasitlartyla daha fazla zaman gecirmesi ve oyun oynamasi
paylasimci olmalarini ve sosyal iliskilerini gelistirmelerini
saglar. Calismamizda kres disinda arkadaslariyla 1 saatten
az zaman geciren cocuklarin oran1 %66,7, 1 saatten fazla
zaman geciren ¢cocuklarin orani %33,3 olarak bulundu.

Ebeveynlerin cocuklarina daha fazla zaman ayirsa co-
cuklarin teknolojik cihazlari kullanma siiresi azalmasi bek-
lenmektedir. Calismamizda oyun icin cocuguna 1 saatten
az zaman ayiran ebeveyn oranm %23,8 iken, 1 saatten fazla
zaman ayiran ebeveyn orani %76,2 olarak bulundu. Giin-
dogdu ve arkadaslarinin yaptig1 calismada ¢ocuguna 1
saatten az zaman ayiran ebeveyn orani %33 olup, ebevey-
nlerin %49’unun ev igsleriyle ilgilendigi bulunmustur (12).
Calismamizda ise c¢ocuklar1 teknolojik cihaz kullanirken,
ebeveynlerin %52,3’tinilin ev isi veya ev isiyle birlikte bas-
ka bir ugrasi, %23,8’inin kendi isi veya kendi isiyle birlikte
baska bir ugrasi, %28,5’inin teknolojik cihaz kullanimi veya
teknolojik cihaz kullanimiyla birlikte baska bir ugrasla ilgi-
lendigi bulundu.

Amerikan Pediatri Akademisi (AAP), ebeveynlere, 0-2
yas arasi ¢ocuklarini teknolojik cihazlardan uzak tutmasini,
3-5 yas arasi cocuklarini giinde en fazla 1 saat kullanmasi
ve odalarinda teknolojik cihazlar1 bulundurmamasini, 6-18
yas arasinda ise giinde 2 saatle sinirlandirilmasini 6neriyor
(26). Calismamizda da teknolojik cihazlarin kullanimi 1-2
yas gibi cok kiiciik yaslarda basladig1 goriilmiistiir. Tekno-
lojik cihazlarin ¢ok fazla kullanilmasi ¢ocuklarin gelisimini
olumsuz etkilemektedir. Bu nedenle teknolojik cihazlarin
kullanimi ebeveyn kontrolii altinda bilincli olarak yapilma-
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s1 Onerilmektedir.

Sonug olarak, bu calisma, okul 6ncesi cocuklarda ve
ebeveynlerinde teknolojik cihaz kullaniminin yaygin kulla-
nildigini gosterse de kullanim sikligini net olarak gésterme-
de ve aileleri bilin¢lendirme konusunda ¢alismamiz yeterli
biiyiikliikte degildir. Calismamizin evreni ‘Hatay Mustafa
Kemal Universite Kreg ve Giindiiz Bakimevi’ gibi kiigiik bir
evren olmasi ve bu krese giden ¢ocuklarin ebeveynlerinin
biiyiik bir kisminin {iniversite personeli olmasi, ebeveyn-
lerin ¢cogunlukla lisans veya lisansiistii egitim gormiis ol-
malarindan dolay1 ¢calismanin evreninin homojen dagihim
gostermemesi ve ebeveynlerin ¢ocuklarini ve kendilerini
oldugundan daha iyi gostermek isteme ihtimali calismami-
zin kisithliklarini olusturmaktadir. Calismamiz, okul 6ncesi
¢ocuklarin teknolojik cihaz kullanimlari ve ailelerin kulla-
nim sikliklart hakkinda ve ebeveynlerin tutum ve davranis-
larinin ¢ocuklara etkilerinin gosterilmesi hakkinda bilgiler
vermektedir ve asir1 kullamimin zararh etkileri konusunda
ebeveynlerin bilinclendirilmesi amaciyla yapilacak olan
daha kapsaml ¢alismalar icin yol gosterici olacaktir.
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Acil Servis ve Abdominal Aort Anevrizmasi

Acil servislere basvurularin onemli bir kismi yasli hastalardan olusmaktadir. Yaslt ve karin agrisi olan hastalarda ayirici
tanida abdominal aort anevrizmasi disindlmelidir. Risk faktorleri de olan kisilerde tanida gecikilmemelidir. Boylece
olumcal komplikasyonlar onlenebilir.

Anahtar Kelimeler: Abdominal aort anevrizmasi, yash hasta, karin adrisi, risk faktorleri

Abstract
Emergency Department and Abdominal Aortic Aneurysms

A significant number of applications to emergency services consists of elderly patients. Abdominal aortic aneurysm
should be considered differential diagnosis with abdominal pain in elderly patients. It should not be late in patient
with risk factors. Thus, lethal complications can be prevented.

Keywords: Abdominal aortic aneurysm, elderly patient, abdominal pain, risk factors

GIRIS

Abdominal aort anevrizmasi (AAA), irreversibl ve progresif bir hastaliktir. Diyafram
alt1 aort transvers capi 2 katina ¢ikmistir. Riiptiire olmadiginda sessiz hastalik olarak
bilinir. Semptomatik hale gelmesi icin riiptiire olmas gerekir (1).

Anevrizma hastalarina acil servislerde tan1 konmakta giigliik cekilebilir ve tanida
gec kalinabilir. Ozellikle ani 6liimlere neden olmasi nedeniyle taninin gecikmeden ko-
nulmasi gerekmektedir. Bu durum, deneyimli acil tip hekimlerinin ayirici ve 6n tani da
oncelikle bu hastalig1 diisiinmesiyle saglanabilir.

EPIDEMIYOLOJI

Acil servise basvurularinin ¢ogunlugunu yash hastalar olusturmaktadir. Bu yaslarda
hayat1 tehdit edebilecek kardiyovaskiiler hastaliklarin erken taninmasi ve gerekli 6n-
lemlerin alinmasi gereklidir (2-4). Taninin hizli konulmasinda ve cerrahiye yonlendir-
mede acil hekiminin erken miidahalesi 6nemlidir (5). Karin agrisi, abdominal kitle ve
sok bulgular1 AAA triadinmi olusturan klinik bulgulardir. Goriintiileme islemleri ve acil
cerrahi konsiiltasyon hizla yapilmaldir (6). leri yaslarda 6liimlerin azaltilmast igin ta-
rama yapilmasi 6nerilmektedir (7). Abdomial aort capinin 3 cm'nin iizerinde oldugu
durumlarda klinik belirgindir. Eriskinlerde infrarenal abdominal aortanin eksternal
cap1 erkeklerde ortalama 2.3 cm iken kadinlarda 1.9 cmdir. 65-83 yas arasi erkeklerin
%95’inde anevrizmatik olmayan infrarenal aort ¢cap1 ortalama 2.7 cm'dir (8).

AAA en sik goriilen anevrizmadir. Klinik olarak renal arterlerin ¢ikisinin altindaki
abdominal aort segmentini tutan anevrizmalara AAA denir. Viicutta gézlenen anevriz-
malarin %55’i AAAdir. Aortanin tiim segmentleri icerisindeki anevrizmalarin ise %80’
AAAdir (9). AAA riiptiiriine bagh mortalite %85-90 kadardir.

Hastalik 6zellikle erkek cinsiyette, sigara kullananlarda goriilmektedir. Erkeklerde
kadinlara gore 5 kat daha siktir. 50 yas tizerinde riiptiir riski yasla birlikte artmaktadir.
Anevrizma hastalarinda en sik 6liim nedeni anevrizmanin riiptiiriidiir (10). Ancak tiim
bu gelismelere karsin AAA siklig1 hala net olarak tespit edilememistir. Otopsi serileri 3
cm iizerindeki AAA sikliginin, bati toplumunda ve 50 yas {izeri insanlarda %3-10 arasin-
da oldugunu gostermistir. Tiirkiye'de 60-80 yas grubunda AAA goriilme sikliginin %1.5
oldugu belirtilmistir (11).
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Anevrizma tipleri

1) Gercek anevrizmalar: Anevrizma kesesinin duvari,
arter duvarinin tiim tabakalarini icine alir (intima, media,
adventisya). Ikiye ayrilir.

a) Fusiform: Damar duvar simetrik ve homojen olarak
geniglemistir.

b) Sakkiiler: Anevrizmanin bir agz1 vardir ve disariya
dogru uzayan bir cep goriiniimiindedir. Media tabakasinin
incelmesi ile olusur.

2) Dissekan Anevrizmalar: Aort i¢indeki kanin intima-
daki bir yirtiktan media tabakasi icerisine dogru girip ba-
sinch kan ile media tabakasinin ayrilarak intima ile adven-
tisya arasina kan dolmasiyla olusurlar.

3) Yalanci Anevrizmalar: Travma nedeniyle damar du-
varinin yirtilarak, yirtilan damardan cikan kanin cevre do-
kular, fibroz doku ve trombiis ile sinirlanmasi ve bdylece
bir anevrizma kesesi olusmasina denir.

Caplara gore siniflandirma yapilirsa: Kicik, orta, bii-
yiik ve ¢ok biiyiik olarak gruplandirilabilir.

PATOGENEZ

Aort beg farkli tabakadan olusur: i¢ten disa dogru;
1-Tunica intima: Endotel hiicrelerinden olusur.
2-Internal elastik lamina: Elastik liflerden olusur

3-Tunica media: Elastik doku, proteoglikan ve diiz kas-
lardan olusarak aort duvarina seklini verir.

4-Eksternal elastik lamina
5-Advensiya: Kollagen liflerden olusur (12).

Aortun media tabakasiyla beraber dis yarisinin beslen-
mesi ve oksijenlenmesi vasa vasorumlar ile saglanir. Inf-
rarenal aortanin media tabakasinda vasa vasorum yoktur.
Beslenme liimenden diffiizyon yolu ile saglanir. Aterosk-
lerozis intimal kalinlasma sonucunda diffiizyonu bozar.
Gelisen hipoksemi tunica mediadaki elastik yapilarda de-
jenerasyona neden olarak duvan zayiflatir ve anevrizma
gelisimine zemin hazirlar (12). Elastin aortada anevrizma
olusumuna kars1 baslica yiik tastyici1 komponentir. Kollajen
ise anevrizma olusumundan sonra riiptiirii énlemede en
Onemli gorevi iistlenir (13). Halloran, kollajen ve elastinin
proksimal aortadan distal aortaya dogru azaldigini goster-
mistir (14). Bu durum infrarenal aortadaki anevrizma sikli-
gin1 izah etmektedir.

21

ETYOLOJI

Cogunlukla sebep bilinmemektedir. En ¢ok sorumlu
tutulan faktorler ateroskleroz, kistik mediyal nekroz, kali-
timsal gecis (opere AAA hastasi ailelerinde siklig1 %10-15),
hipertansiyon, sigara, ileri yas, enfeksiyon ajanlar (sifiliz,
tbc), aort disseksiyonu, travmalar, aortit (15,16).

AAA Risk Faktorleri

o [lleriyas

* Beyaziuk

* FErkek cinsiyet: AAA erkeklerde kadinlardan 4-5 kat
daha sik gelismektedir.

e Sigaraicme

* Aile oykiisii: En yiiksek risk 60 yas tizerindeki erkek
kardeslere ait olup prevalansi %18 dir.

e Hipertansiyon

e Hiperlipidemi

e  Periferik anevrizma

e Koroner arter hastalig1

e Kronik Obstriiktif Akciger Hastalig1 (KOAH)

e Periferik arter hastalif1

AAA Riiptiiriiniin Risk Faktorleri

*  Anevrizmanin ¢api

e KOAH
o Sigara
e Yas

e Agrinin varhgi

* Renal yetersizlik

AAA Taramasi, Takibi ve Riiptiir Riski

Degerlendirilmesi

AAA tanisin riiptiire olmadan koymak zordur. Bu yiiz-
den tarama programlar onerilmektedir. 60 yasin {izerin-
deki sigara icen erkek hasta popiilasyonun AAA acisindan
taranmasi gereklidir (17). Cerrahi kararinin verilmesi zor
olan hastalarda gecerli bir AAA riiptiir riski tahmin kural
olusturmak i¢in hala yeterli veri yoktur. Bununla birlikte bu
AAAlarin dogal gelisimi ile ilgili eldeki veriler bu karara da
yardimci olabilir.
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Hemodinamik perspektiften bakildiginda AAA riiptiiri,
AAA i¢ basinci duvar gerilim kuvvetini astiginda olusur. Ge-
nis AAA cap1 ve hipertansiyon, duvar gerilimini ve sonug
olarak riiptiir riskini artirir. Ayni sekilde klinik olarak 6l¢tim
zor olmakla birlikte azalmis duvar kalinligr da artmais riip-
tlir ihtimalini gosterir.

1966'da Szilagyi ve ark.nin yaptig1 bir calisma ile basla-
yarak, AAA riiptiir riskini belirlemede ¢capin olduk¢a 6nem-
li oldugu tiim diinyada kabul gérmiistiir (1,18). Bu yazarlar
giinlimiizde yarisindan fazlasina cerrahi 6neriliyor olmasi-
naragmen biiylik (>6 cm) ve kiiciik (<4 cm) AAA sonuglarini
karsilastirmistir. Takip sonucunda, riiptiir anindaki ¢aplari
bilinmese de; biiyiiklerde riiptiir %43, kiiciiklerde %20 bu-
lunmustur. Giinlimiiz standartlarinda bu deger 5 cm’ye te-
kabiil etmektedir (19). Yine de, bu ¢alismalarla AAA riiptiir
riski tizerine capin etkisi kanitlanmis ve cerrahi tamir son-
ras1 belirgin diizelme gosterilmistir (18). Otopsi caligmalari
da biiyiik AAAlarin riiptiire egilimli oldugunu gostermistir.

Dikkatli takip siirecinde AAA riiptiirii oldukca az yasan-
makta ancak biiyiik kismi elektif cerrahi gerektirmektedir.

Hastaya ve anevrizmaya spesifik olan duvar kalinli-
g1 ve dayanikhigindaki degisiklikler riiptiir riskini etkiler.
Cronenwett ve ark.lan kiiciik AAA'l1 hastalarda genis AAA
capinin, hipertansiyon ve KOAH'1n riiptiir riskini bagimsiz
olarak artirdigini saptamistir (20). AAAdaki hizli genisleme
riiptiir riskini artirmaktadir. Riiptiir icin boyut, HT ve KOAH
bagimsiz risk faktorleridir. KOAH ve sigara icimi arasinda-
ki iliskinin net ayrimi1 yapilmasi gerekmekle birlikte sigara
icimi de risk faktorii olarak tanimlanmistir. Aile 6ykiisii ve
hizli biiytime riiptiir icin muhtemel risk faktorleri iken se-
kil, trombiis icerigi ve cap orani net olarak risk faktorii ka-
bul edilmemektedir.

KLINIiK

Klinik olarak AAA 3 sekilde ortaya cikabilir. Bunlar
asemptomatik, semptomatik ve riiptliire AAAdir. Tim
anevrizmalarin %75’i asemptomatiktir. Baska nedenlerle
yapilan girisimsel islemler, ultrasonografi (USG) veya diger
goriintiileme yontemlerinde tesadiifen saptanir.

Hastalar abdominal kitle nedeniyle degerlendirmeye
almabilir. Obezite pulsatif kitleyi maskeleyebilir. Femoral
nabizlar genellikle normaldir. Teroperitoneal kanama, pe-
riumblikal ekimoz (cullen belirtisi), flank da ekimoz (grey
turner belirtisi) veya skrotal hematom olarak goriilebilir.
Kanama veya kitle femoral siniri basi yaparsa alt ekstremite
noropatisi goriilebilir.

Riiptiir bazen cevre dokular ile kendini sinirlar ve hasta
normal vital bulgulara sahiptir. Ancak direkt olarak perito-
na riiptiire oldugunda hemorajik sok nedeniyle hasta has-
taneye ulasamaz. AAA riiptiiriinde toplam mortalite orani
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%85-95'dir (21).

AAA ayirici tanisinda karin agrisi, gogiis agrisy, sirt agri-
s1, sok ve senkop yapan nedenler g6z éniinde bulundurul-
malidir. Kardiyak, abdominal, retroperitoneal, hastaliklar
degerlendirilmelidir (22).

TANI

Anevrizmalarin biiylik cogunlugu semptomatik olma-
digindan ¢ogunlukla rutin muayene esnasinda tespit edi-
lirler. 3.5 cmm'den biiyiik captaki AAAlarin fizik muayene ile
tespiti yanlizca %15dir (23). 50 yas iizeri hipertansif hasta-
lar, 1. derece akrabasinda anevrizma hastasi olanlar, perife-
rik damar hastalig1 ve koroner aterosklerozu olan hastalar
yiiksek risk grubunu olusturdugundan USG ile taranmali-
dir. Direkt grafi, USG, abdominal BT, BT-anjiografi, MRG
ve konvansiyonel aortagrafi tanida kullanilan goriintiileme
yontemleridir. Cerrahinin planlanmasinda BT-anjiografi
altin standartdir (24).

AAA taramasinda USG’nin sensitivitesi %95-100, spesi-
fitesi ise yaklasik %100'diir (25). Anevrizma c¢apinin dl¢ii-
miiniin yapilabilmesi, ucuz, noninvaziv olmasi ve kontrast
gerektirmemesi avantajlari iken kisiye bagli olmas1 bir risk
faktorii olarak goriilebilir. Resim 1'de AAA hastas bir hasta-
nin aort ¢aplari iki ayr1 yerden 6l¢iilmiis olarak USG goriin-
tlileri goziikmektedir.

Resim 1. AAAnin USG goriintiisit

AAA ¢apinin kesin degerlendirilmesi ve cevre dokular-
la iligkisinin degerlendirilmesinde en giivenilir ydontem BT
‘dir. Resim 2 ve 3’te AAA hastasinin preop ve postop goriin-
tiileri gosterilmistir
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Resim 2. AAA hastas1 BT goriintiisii

Resim 3. AAA hastasinin endovaskiiler cerrahi sonrasi BT goriintiileri

TEDAVI

Tedavi medikal ve cerrahi olarak 2’ye ayrilir. Cerrahi
tedavi hastalikli aortaya prostetik greft ile replasman ya-
pilmast seklindedir. Acik cerrahi ve endovaskiiler cerrahi
(EVAR) olarak yapilmaktadir.

Medikal tedavide riiptiir riski ve ekspansiyon hizi azal-
tilmaya calisilir. Sigara kesin olarak biraktirilmalidir. Hiper-
tansiyon agresif olarak kontrol edilmelidir. § blokerlerin
kullanimi perioperatif ritim problemlerini ve kardiyak iske-
miyi diizelttigi ancak mortalite ve hastanede kalim stirele-
rine katkisinin olmadig1 gosterilmistir (25). AAA hastalarin-
da hipertansiyon kontrolii amact ile kisa etkili § bloker yani
esmolol kullanimi en iyi tercih olacaktir. Anevrizmanin
boyut takibi 6 aylik aralarla USG ile yapilmali ve anevriz-
manin c¢ap1 elektif cerrahi siirina yaklasirsa USG'de elde
edilen degerlerin bilgisayar tomografisi (BT) ne kiyasla 2-4
mm daha kii¢tik bulunmas: sebebiyle BT ile degerlendir-
meye gecilmelidir.

Acik cerrahide; 1960 lardan bu yana Creech’in tanim-
ladigi intraluminal greft replasmani ve endoanevrizmorafi
teknigi kullanilmaktadir (25).

EVAR 1991 yilinda Parodi ve ark’lar1 tarafindan kulla-
nima sunulmustur (26). Bu metod greftin anevrizma icine
transfemoral yolla konulmasim ve saglamlastirilmasi sek-
linde uygulanir. EVAR'n tercih edildigi durumlar; asemp-
tomatik ancak 5 cm'den biiyiik elektif ameliyat diisiiniilen
hastalar, semptomatik ancak bir operasyona uygun olma-
yan hastalar riiptiir riski yiiksek genel durumu bozuk has-
talardur.

Anevrizma riiptiirii veya trombozu mortalite oranla-
riny, distal emboli ise organ ve ekstremite kaybi1 oranlari-
n artirir. Nadiren de olsa cok yiiksek riskli ve kisa yasam
beklentisi olan hastalarda semptomlara ragmen medikal
tedavi tercih edilebilir. Asemptomatik hastalarda ise elek-
tif operasyon riski ile riiptiire anevrizmanin mortalite ris-
kinin karsilastirmasi sonucunda cerrahi karar1 alinmahdir.
4 cm'den kiiciik anevrizmalar 6 aylik USG ile takip edile-
bilirler. Genisleme olursa cerrahi karar1 alinabilir. Genc ve
4-5 cm c¢aptaki diisiik riskli anevrizmalar elektif cerrahi ile
uzun bir yasam siiresine kavusabilir. Cok yash ve yiiksek
riskli hasta grubunda cerrahi sinir 6-7 cm'dir (19).
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Cerrahi tedavi endikasyonlar:

Bir hastada riiptiir veya siiphesi varsa acil tamir endi-
kasyonu vardir. Tek kontrendikasyonu normal yasami en-
gelleyen ileri mental ve fiziksel yetersizliktir.

* Anevrizmanin ¢apinin 5 cm {izerinde olmasi
e Hastanin semptomatik olmasi

e Riiptiir ya da riiptiir tehdidinin olmasi

e Hizh ekspansiyon gosteren anevrizmalar

* Asemptomatik olup 4 cm tizerinde veya infrarenal
bdlgede normal ¢capin 2 katina varmis anevrizmalar

* Embolizm, trombiis, fistiilizasyon veya semptoma-
tik intraabdominal okluziv durumlari

* Disseksiyon gosteren yalanci mikotik veya sakkiiler
anevrizmalar

Cerrahi tedavinin komplikasyonlari

Erken donem kompliksyonlar: Iskemi, aritmi, kalp yet-
mezligi %15, akciger yetmezIligi %8, renal hasar %6, kanama
%4, distal tromboembolizm %3, yara enfeksiyonu %2'dir.

Gec donem komplikasyonlar: Greft enfeksiyonu, aorta-
enterik fistiil, greft okliizyonu, anostomotik anevrizmalar-
dir. Sik olmamakla birlikte mortaliteye katkis1 %2'dir.
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Hipodriseminin Muhtemel Nedeni; Ksantindri

Kalitimsal hipoirisemiye genellikle ksantiniri ve herediter renal hipotrisemi yol agmaktadir. Hipotrisemi serum trik
asit seviyesinin 2mg/dl'den disik olmasi olarak tanimlanmaktadir. Ksantindri her yasta, nadir gériilen ve otozomal
resesif gecen bir hataliktir. Ksantin ve hipoksantin, enzim veya kofaktor eksikligi sonucu drik asite donisimi olmaz
ve kanda birikir, ayrica idrar ile atiimi artar. Serum ve idrarda drik asit seviyesi cok distk saptanmaktadir. Biz bu
makalede, hipodrisemi saptanan ve ksantindri tanisi konulan yetmis yedi yasinda kadin hasta litaratir esliginde
tartisild.

Anahtar Kelimeler: Hipotrisemi, Ksantiniri, bobrek tas

Abstract
The Probable Cause of Hypouricemia; Xanthinuria

Xanthinuria and hereditary renal hypouricemia usually leads to hereditary hypouricemia. Hypouricemia is defined
as having serum uric acid level lower than 2 ml/dl. Xanthinuria is an autosomal recessive disease that can be occa-
sionally seen in all ages. As a result of enzyme or cofactor deficiency, xanthine and hypoxanthine do not convert to
uric acid and accumulate in the blood and increase the excretion in urine. The level of uric acid is detected very low
either in serum or in urine. In this study, a case of a seventy-seven-year-old female patient in which hypouricemia
was detected and who had the diagnosis of xanthinuria was discussed.

Keywords: Hypouricemia, Xanthinuria, renal calculus

INTRODUCTION

Hypouricemia is a benign status in which the plasma uric acid levels are less than
2.0 mg/dl. Hereditary hypouricemia is caused by hereditary renal hypouricemia and
xanthinuria. Xanthinuria is occasionally autosomal recessively inherited. Xanthinuria
is originated from the type-1 xanthine dehydrogenase/xanthine oxidase enzyme defi-
ciency or insufficiency, on the other hand, type-II xanthinuria is originated from the
combined deficiency of xanthine dehydrogenase and aldehyde oxidase. Third type is
clinically different, and it is characterized by molybdenum cofactor deficiency, sulphite
oxidase deficiency. In the molybdenum cofactor deficiency, the functions of xanthine
dehydrogenase and aldehyde oxidase are affected with sulphite oxidase together (1-2).

It is important to emphasize that xanthinuria may occur in each age group. Xan-
thine is an extremely insoluble purine. It may lead to xanthine calculus in kidneys.
Xanthine calculi are usually brownish orange and oval and, they are easily cut. The
prevalence of hereditary xanthinuria is not known. Its annual incidence is estimated as
1/6000 and 1/69000 (2).

CASE

A female seventy-seven-year old female patient referred to our out-patient clinic
due to the fact that blood urea nitrogen levels were found higher. In her medical his-
tory, there are osteoporosis, nephrolithiasis and she was operated two times for neph-
rolithiasis (she was using candesartan-hydrochlorothiazide and ibandronic acid). In
physical examination, blood pressure was 130/60 mmHg, her body temperature was
37 °C and her other physical examinations were normal. Her laboratory findings were
detected as 101 mg/dl (80 to 110) for glucose, as 43 mg/dl (7 to 28) for blood urea ni-
trogen, as 1 mg/dl (0.5 to 1.1) for serum creatinine, as 0.1 mg/dl (2.6 to 7.6) for serum
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uric acid, 2.1 mg/dl (1.6 to 2.6) for magnesium, as 4.2 mg/
dl (2.8 to 4.5) for phosphor, as 9.5 mg/dl (8.8 to 10.2) for cal-
cium, 140 mmol/l (130 to 145) for sodium, as 5.2 mmol/L
(3.5 to 5.5). Complete urine analysis was normal and, there
was no proteinuria in the twenty-four urine and, uric acid
was detected as 0.1 mg/dl and 1.4 mg/day. Fractional uric
acid was computed as 2.6% percent. In renal ultrasound, a
seven-millimeter calculus was detected at the lower pole
in the left kidney. Since there was no reagent xanthine and
hypoxanthine could not be studied in serum and in urine.
Diagnosis of probable xanthinuria was established and hy-
dration and a diet with poor purine were recommended.

DISCUSSION

The diagnosis of xanthinuria can be established by in-
vestigating the serum and urine uric acid, xanthine and
hypoxanthine and moreover by studying genetic mutation.
Serum uric acid can be lower as it cannot be detected in
the xanthinuria patients. In xanthinuria patients, since
xanthine and hypoxanthine cannot be converted into uric
acid, uric acid is found as lower level as it cannot be detect-
ed. Furthermore, xanthine and hypoxanthine are detected
higher (3).

Clinically, nonspecific characteristics such as hema-
turia, recurrent urinary infection, crystalluria, renal colic,
acute renal injury and, chronic renal disease can be seen.
Arthropathy, myopathy and duodenal ulcer related with the
long-term accumulation of xanthine in soft tissues can be
seen. Myopathy which is the most common among them
emerges in the form of muscle pain and cramp following
the exercise. It may be asymptomatic in twenty percent
(20%) of the patients (4-5). Xanthinuria may be secondary
to the use of allopurinol due to excessive production of uric
acid. In Lesch-Nyhan syndrome or partial hypoxanthine
guanine phosphoribosyl transferase deficiency, xanthine
increases as a result of use of allopurinol. The increase in
xanthine leads to xanthine stones and xanthine nephrop-
athy (5). Xanthine crystals may induce acute gout arthritis
and it has been demonstrated that rheumatoid arthritis oc-
curs in hereditary xanthinuria (2, 6).

In order to distinguish type-I and type-II, allopurinol
challenge test or since xanthine dehydrogenase/xanthine
oxidase activity are only expressed in the small intestine
and in the liver in humans, invasive bowel or liver biopsy
are conventionally used. In allopurinol challenge test, se-
rum oxypurinol is studied three hours after the administra-
tion of 10 mg/kg, maximum 300 mg allopurinol. In type-1,
oxypurinol conversion occurs due to the presence of alde-
hyde oxidase in the deficiency of xanthine dehydrogenase
and xanthine oxidase and while detecting oxypurinol in the
serum, if this is type-2, no oxypurinol which is related with
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the deficiency of xanthine dehydrogenase, with the defi-
ciency of xanthine oxidase and with the deficiency of alde-
hyde oxidase is detected in the serum. In hereditary renal
hypouricemia, the fractional excretion of uric acid increas-
es significantly in relation with the reduced tubular resorp-
tion being different form hereditary xanthinuria. Similarly,
higher fractional uric acid excretion with hypouricemia
(>10%) may accompany to renal Fanconi syndrome, to syn-
drome of inappropriate antidiuretic hormone secretion, to
total parenteral nutrition, to Wilson’s disease, to intrave-
nous contrast agent administration, to several neoplasms,
to salicylate and heavy metal intoxications. Hypouricemia
with decreased fractional uric acid excretion is the conclu-
sion of the administration of allopurinol or rasburicase,
that of several neoplasms or that of the hepatic diseases
(7-8). In the treatment of xanthinuria, hydration and a diet
with poor purine are recommended.

In conclusion, xanthinuria can be seen in all age groups
and, xanthinuria should be investigated in adults in which
hypouricemia is detected. As a result, xanthinuria is one
of the rare causes of hypouricemia. Xanthinuria can cause
nephrolithiasis and acute renal injury. Hypouricemia
should be considered in cases. After diagnosis, treatment
diets suggestions should be made.
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Primer spinal ekstradural Ewing sarkomu

Ewing sarkom siklikla kemikte gelisir ve ekstradural spinal kanalda oldukca nadirdir. Burada, sag alt ekstremitede
quic kaybr sikayeti ile basvuran 6 yasinda bir kiz cocugunun klinik seyri, tani ve tedavisini sunuyoruz. Manyetik re-
zonans gorintilemesinde T2'den T5% kadar uzanan ekstradural spinal kanal timori mevcuttu. Laminektomi yapildi.
Histopatolojik, imminohistokimyasal ve molekler sitogenetik incelemeler Ewing sarkom ile uyumluydu. Ameliyat
sonrasinda yapilan evreleme calismalarinda herhangi bir malign odak saptanmadi. Postoperatif radyoterapi ve ke-
moterapi uyqulandi. Bu calismada, spinal kanalin primer ekstradural ekstraossedz Ewing sarkom, giincel literatiir
Isiginda kisaca tartigiimistir.

Anahtar kelimeler: Adjuvant radyoterapi, Ewing sarkom, ekstrameduller spinal kord kompresyonu, kemoterapi,
spinal kanal.

Abstract
Primary spinal extradural Ewing’s sarcoma

Ewing’s sarcoma most commonly occurs in bone and only very rarely in the extradural spinal canal. Herein, we
present the clinical course, diagnosis, and treatment of a 6-year-old girl admitted with a complaint of strength loss
in her right lower extremity. Magnetic resonance imaging revealed an extradural spinal canal tumor extending from
level T2 to T5; she underwent laminectomy. The histopathological, immunohistochemical, and molecular cytogenetic
data were compatible with Ewing’s sarcoma. We detected no malignant focus on postoperative staging work-up
and prescribed postoperative radiotherapy and chemotherapy. A brief review of the literature on primary extradural
extraosseous Ewing’s sarcoma of the spinal canal is presented.

Keywords: Adjuvant radiotherapy, chemotherapy, Ewing’s sarcoma, extramedullary spinal cord compression, spinal
canal.

INTRODUCTION

Ewing’s sarcoma (ES) is the most common malignant bone tumor in children under
10 years of age with an annual incidence of approximately three cases per million chil-
dren. ES is divided into osseous and extraosseous subtypes, of which the former is more
common (85% vs. 15%). Extraosseous Ewing’s sarcoma (EES) commonly arises from the
chest wall, paravertebral muscles, extremities, buttocks, and the retroperitoneal space,
but only extremely rarely from the spinal extradural space (1, 2).

We present our case report to provide a better understanding of primary extradural EES.

CASE

A 6-year-old girl presented with a complaint of strength loss in her right lower ex-
tremity. Anamnesis revealed a 1-week history of back pain. On physical examination,
the right thigh and leg muscle powers were at approximately level 3 of 5. Also, the ipsi-
lateral deep tendon reflexes (DTRs) were increased and the Babinski sign was positive.
Laboratory test data were with the normal ranges. Craniospinal magnetic resonance
imaging (MRI) revealed a posteriorly located extradural/extramedullary soft-tissue le-
sion extending from level T2 to T5, with bilateral foraminal widening associated with
spinal cord compression. The lesion was hypointense on T1, but hyperintense on
T2-weighted images, compared with the spinal cord (Figure 1). We scheduled surgery.
However, the left lower extremity weakness progressed rapidly to paraplegia. A repeat
physical examination revealed that the powers of the muscles of both lower extremities
were at level 1 and anesthesia had developed below the T4 dermatome. The bilateral
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DTRs had increased and both Babinski signs were positive.
We performed urgent T2-T5 laminectomy and gross/total
resection. During surgery, an extradural tumor exhibiting
bilateral foraminal widening was found on the posterior
aspect of the spinal cord.

A 1B J s C
Figure 1. Cranio-spinal magnetic resonance imaging data. (A) A T1-weighted sagittal section. (B) A
contrast-enhanced T1-weighted sagittal section. (C) A T2-weighted coronal section.

Histopathologically, hematoxylin/eosin staining re-
vealed the proliferation of small, blue, variable round cells
with hyperchromatic nuclei and scant cytoplasm. Immu-
nohistochemically, the tumor cells were positive for CD99
and FLI-1, but negative for the leucocyte common antigen
(LCA or CD45) and cytokeratin. The Ki-67 proliferation in-
dex was 20%. Based on these findings, we diagnosed EES
(Figure 2). We performed molecular cytogenetic analysis
using fluorescence in-situ hybridization (FISH) to assess
EWS gene status. We found the translocation t(11; 22) (q24;
ql2) in tumor cells.

Postoperatively, MRI revealed decompression of the
spinal cord and no evidence of disease in the epidural
space. However, the bilateral lower extremity weakness did
not resolve, and paraplegia developed. On staging work-
up, neither positron emission tomography nor computed
tomography detected any malignant focus. Following sur-
gery, we prescribed local radiotherapy (RT; 45 Gy in 25 frac-
tions) and six courses of CEVAIE (carboplatin, 500 mg/m?
epirubicin, 150 mg/m?; vincristin, 1.5 mg/m? actinomycin
D, 1.5 mg/m?; ifosfamide, 3 g/m? and etoposide, 150 mg/
m?) chemotherapy (ChT) protocol. At the 12-month fol-
low-up the patient showed no clinical or radiological ev-
idence of recurrent or metastatic disease. Unfortunately,

(x400). (C) FLI-1 immunostaining (x400).
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DISCUSSION

Primary spinal extradural EES is extremely rare. In the
few case reports in the literature, the mean age at the time
of EES diagnosis was 18.8-22.9 years and was more com-
mon in males (66%). The most common symptoms were
non-specific, depending on the level of the tumor, and in-
cluded back and/or radicular pain, paresis, sensory distur-
bance, and sphincter dysfunction. The mean time between
the appearance of the first symptom and diagnosis was 4.5
months. Primary extradural EES of the spinal canal in the
lumbar region was twice as common as EES in the cervical
and thoracic regions (1, 3-5). MRI should be performed as
soon as possible when a patient presents with neurological
symptoms. However, the appearance on MRI of a prima-
ry spinal extradural EES is indistinguishable from those of
other tumors (6). The gold standard diagnostic method is
histopathology (1).

Histopathologically, EES is classified into the small-
round-blue cell tumor group, reflecting the microscopic
appearance of the tumor cells. It is essential to differen-
tially diagnose EES from other small-blue-round cell tu-
mors such as non-Hodgkin’s lymphoma, synovial sarcoma,
rhabdomyosarcoma, and small cell carcinoma of the lung
(3, 7). The World Health Organization has assigned EES a
grade of 4. The translocation t(11; 22) (q24; q12) and CD99
expression are characteristic of ES, being evident in >90%
of all cases. Thus, molecular cytogenetic and immunohis-
tochemical studies are essential (2, 4, 5).

The primary treatment is surgery, which aims to both
diagnose the disease and completely remove the tumor,
with safe surgical margins (5, 8). In patients without neu-
rological deficits, pre-operative biopsy followed by ChT in-
creases the prospects of total excision because they cause
the tumor to shrink (1, 2, 8). Postoperative ChT and RT
have been reported to improve local control and survival
even in those with poor prognostic factors (4, 7). The most
commonly used chemotherapeutic agents are vincristine,
doxorubucin, cyclophosphamide, ifosfsamide, and actino-
mycin D. Local irradiation (3,000-5,600 cGy) has been sug-
gested (5, 8).

The prognostic factors (good vs. poor, respectively) are
age (young vs. old), tumor location (cervical vs. lumbosa-
cral), resection type (complete = RO resection vs. incom-
plete = R1/R2 resection), stage (non-metastatic vs. meta-
static), serum lactate dehydrogenase level (non-elevated
vs. elevated), surgery (yes vs. no), and ChT and RT (yes vs.
no). Distant metastases develop in 38% of all patients, who
can be divided into groups with central nervous system
(CNS) involvement and extra-CNS groups. Extra-CNS me-
tastases develop in >80% of all patients. The most common
metastatic sites are the lungs and the skeletal system, in
that order. The 5-year overall survival rate of patients with
primary spinal EES is 0-37.5% (1-5, 8, 9).
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In conclusion, primary spinal extradural EES is ex-

tremely rare in children. The symptoms and radiological
findings are non-specific. Histopathological, immunohis-
tochemical, and molecular cytogenetic analyses are the
diagnostic gold standards. Neurological status (symptom-
atic vs. asymptomatic) is important when deciding how to
sequence the treatment modalities. However, regardless of
the sequencing chosen, all patients with primary spinal ca-
nal extradural EES should be treated with a combination of
surgery, ChT, and RT.
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